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PART 1: GLOSSARY AND ACRONYMS 

 Glossary 
 

* Denotes terms for which the Contractor must use the State-developed definition. 
 

1915(b) Waivers ς Section 1915 of the Social Security Act, 42 U.S.C. §1396n, authorizes the Secretary of 
the United States Department of Health and Human Services to waive certain requirements including 
those necessary to allow the use of Managed Care in the Medicaid Program. Under 42 U.S.C. §1396n(b), 
states have the following options: 

1) 1915(b)(1) - Implement a managed care delivery system that restricts the types of providers that 
people can use to get Medicaid benefits. 

2) 1915(b)(2) - Allow a county (parish) or local government to act as a choice counselor or enrollment 
broker in order to help people pick an MCO. 

3) 1915(b)(3) - Use the savings that the state gets from a managed care delivery system to provide 
additional services. 

4) 1915(b)(4) - Restrict the number or type of providers who can provide specific Medicaid services 
(such as disease management or transportation). 

 
Abandoned Call ς A call in which the caller selects a valid option and either is not permitted access to that 
option or disconnects from the system. 
 
Abuse ς Practices that are inconsistent with sound fiscal, business, or medical practices, and result in 
unnecessary cost to the Medicaid program, or in payment for services that are not medically necessary or 
that fail to meet professionally recognized standards for health care.  
 
Actuarially Sound Capitation Rates ς Capitation rates that are projected to provide for all reasonable, 
appropriate, and attainable costs that are required under the terms of the Contract and for the operation 
of the MCO for the time period and the population covered under the terms of the Contract and are 
developed in accordance with the requirements of 42 C.F.R. §438.4(b). 
 
Acute Care ς Preventive care, primary care, and other medical care provided under the direction of a 
physician for a condition having a relatively short duration.  
 
Acute Care Hospital ς A hospital that provides inpatient medical care and other related services for 
surgery, acute medical conditions or injuries (usually for a short-term illness or condition). For purposes 
of determining network adequacy, acute care hospitals must include an emergency department, which 
may be off-site.  
 
Adjudicate ς To deny or pay a clean claim.  
 
Advance Directive ς A written instruction, such as a living will or durable power of attorney for health 
care, recognized under state law (whether statutory or as recognized by the courts of the state), relating 
to the provision of health care when the individual is incapacitated. 
 
Adverse Benefit Determination ς Any of the following: 

¶ The denial or limited authorization of a requested service, including, but not limited to 
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determinations based on the type or level of service, requirements for medical necessity, 
appropriateness, setting, or effectiveness of a covered benefit. 

¶ The reduction, suspension, or termination of a previously authorized service. 

¶ The denial, in whole or in part, of payment for a service. 

¶ The failure to provide services in a timely manner, as defined by the State. 

¶ The failure of an MCO to act within the timeframes provided in 42 C.F.R. §438.408(b)(1) and (2) 
regarding the standard resolution of grievances and appeals. 

¶ The denial of an enrolleeΩǎ ǊŜǉǳŜǎǘ ǘƻ ŘƛǎǇǳǘŜ ŀ ŦƛƴŀƴŎƛŀƭ ƭƛŀōƛƭƛǘȅΣ ƛƴŎƭǳŘƛƴƎ Ŏƻǎǘ ǎƘŀǊƛƴƎΣ 
copayments, premiums, deductibles, coinsurance, and other enrollee financial liabilities. 

 
Adverse Childhood Experiences (ACEs) ς Stressful or traumatic events, including abuse and neglect. They 
may also include household dysfunction such as witnessing domestic violence or growing up with family 
members who have substance use disorders. ACEs are strongly related to the development and 
ǇǊŜǾŀƭŜƴŎŜ ƻŦ ŀ ǿƛŘŜ ǊŀƴƎŜ ƻŦ ƘŜŀƭǘƘ ǇǊƻōƭŜƳǎ ǘƘǊƻǳƎƘƻǳǘ ŀ ǇŜǊǎƻƴΩǎ ƭƛŦŜǎǇŀƴΣ ƛƴŎƭǳŘƛƴƎ ǘƘƻǎŜ ŀǎǎƻŎƛŀǘŜŘ 
with substance misuse. 
 
Affiliate  ς Any individual or entity that meets any of the following criteria:  

1) Owns or holds more than a five percent (5%) interest in the MCO (either directly, or through one 
(1) or more intermediaries);  

2) Is an entity in which the MCO owns or holds more than a five percent (5%) interest, either directly 
or through one (1) or more intermediaries;  

3) Is a parent entity or subsidiary entity of the MCO regardless of the organizational structure of the 
entity;  

4) Has a common parent with the MCO, either directly or through one (1) or more intermediaries;  
5) Directly, or indirectly through one (1) or more intermediaries, controls, or is controlled by, or is 

under common control with, the MCO; or  
6) Would be considered an affiliate by any Securities and Exchange Commission (SEC) or Internal 

Revenue Service (IRS) regulation, Federal Acquisition Regulations (FAR), or by another applicable 
regulatory body.  
 

Ambulatory Care ς Preventive, diagnostic and treatment services provided on an outpatient basis.  
 
Americans with Disabilities Act (ADA) ς The Americans with Disabilities Act of 1990, 42 U.S.C. §12101-
12213, as amended by the ADA Amendments of 2008, P.L. 110-325, prohibits discrimination against 
people with disabilities in employment, transportation, public accommodation, communications and 
governmental activities. The ADA also establishes requirements for telecommunications relay services. 
 
Ancillary Services ς Those supports other than room, board, and medical and nursing services, that are 
provided to hospital patients in the course of care. They include services such as laboratory, radiology, 
pharmacy, and physical therapy services.  
 
Appeal*  ς A request for a review of an adverse benefit determination. 
 
Appeal Procedure ς A formal process whereby an enrollee can contest an adverse determination 
rendered by a Contractor, which results in the denial, reduction, suspension, termination or delay of 
health care benefits/services. The appeal procedure shall be governed by federal and state laws and 
regulations and all applicable court orders and consent decrees.  
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Attribution  ς The method used in a VBP model to determine which provider group is responsible for an 
ŜƴǊƻƭƭŜŜΩǎ ŎŀǊŜ ŀƴŘ ŎƻǎǘǎΦ Attribution is a mechanism for creating accountability and aligning incentives 
ǿƛǘƘƛƴ ŀ ǇǊƻǾƛŘŜǊ ƎǊƻǳǇ ǘƻ ŎƻƻǊŘƛƴŀǘŜ ŀƴ ŜƴǊƻƭƭŜŜΩǎ ƻǾŜǊŀƭƭ ŎŀǊŜ ƴŜŜŘǎΦ  
 
Authorized Representative ς Any person who has been delegated the authority to obligate or act on 
behalf of another.  
 
Automatic Assignment ς The process utilized by LDH to enroll Medicaid enrollees into an MCO, using 
predetermined algorithms, who (1) are not excluded from MCO participation and (2) do not proactively 
select an MCO within the LDH-specified timeframe.  
 
Basic Behavioral Health Services ς Mental health and substance use services which are provided to 
enrollees with emotional, psychological, substance use, psychiatric symptoms and/or disorders that are 
provided in the ŜƴǊƻƭƭŜŜΩǎ t/t ƻŦŦƛŎŜ ōȅ ǘƘŜ ŜƴǊƻƭƭŜŜΩǎ t/t ŀǎ ǇŀǊǘ ƻŦ ǇǊƛƳŀǊȅ ŎŀǊŜ ǎŜǊǾƛŎe activities. Basic 
Behavioral Health Services include, but are not limited to, screening, brief intervention and assessment, 
prevention, early intervention, medication management, treatment and referral services provided in the 
primary care setting. Basic Behavioral Health Services may further be defined as those provided in the 
ŜƴǊƻƭƭŜŜΩǎ t/t ƻǊ ƳŜŘƛŎŀƭ ƻŦŦƛŎŜ ōȅ ǘƘŜ ŜƴǊƻƭƭŜŜΩǎ όƴƻƴ-Specialist) physician (e.g., DO, MD, APRN, PA) as 
part of routine physician evaluation and management activities. These services shall be covered by the 
Contractor for enrollees with both physical health and behavioral health coverage. 
 
Beneficiary ς An individual who has been determined eligible, pursuant to federal and state law, to receive 
medical care, goods or services for which LDH may make payments under the Medicaid or LaCHIP 
programs.  
 
Bureau of Health Services Financing (BHSF) ς The agency within the Louisiana Department of Health, 
hŦŦƛŎŜ ƻŦ aŀƴŀƎŜƳŜƴǘ ϧ CƛƴŀƴŎŜ ǘƘŀǘ Ƙŀǎ ōŜŜƴ ŘŜǎƛƎƴŀǘŜŘ ŀǎ [ƻǳƛǎƛŀƴŀΩǎ ǎƛƴƎƭŜ ǎǘŀǘŜ aŜŘicaid agency to 
administer the Medicaid and CHIP programs. 
 
Business Continuity Plan (BCP) ς A plan that provides for a quick and smooth restoration of all Contractor 
functions after a disruptive event. BCP includes business impact analysis, development, testing, 
awareness, training, and maintenance. This is a day-to-day plan.  
 
Business Day ς Traditional workdays, including Monday, Tuesday, Wednesday, Thursday and Friday. State 
holidays are excluded and traditional work hours are 8:00 a.m. ς 5:00 p.m. Central Time.  
 
Business Owner ς Individual who is accountable for and is the primary point of contact for a specified 
business area. 
 
CAHPS ς The Consumer Assessment of Healthcare Providers and Systems is a standardized survey of 
ŜƴǊƻƭƭŜŜǎΩ experiences with ambulatory and facility-level care established by the Agency for Healthcare 
Research and Quality (AHRQ). 
 
CPT® Current Procedural Terminology ς Current version, is a listing of descriptive terms and identifying 
codes for reporting medical services and procedures performed by physicians. LDH has designated the 
CPT code set as the national coding standard for physician and other health care professional services and 
procedures under HIPAA. 
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Calendar Days ς All seven (7) days of the week. Unless otherwise specƛŦƛŜŘΣ ǘƘŜ ǘŜǊƳ άŘŀȅǎέ ƛƴ ǘƘŜ /ƻƴǘǊŀŎǘ 
refers to calendar days. 
 
Can ς A term that denotes an advisory or permissible action. 
 
Capitation Payment ς A payment, fixed in advance, that LDH makes to a Contractor for each enrollee 
covered under the Contract for provision of MCO covered services. This payment is made regardless of 
whether the enrollee receives any MCO covered services during the period covered by the payment. Also 
referred to as a PMPM payment. 
 
Capitation Rate ς The fixed monthly amount that the Contractor is prepaid by LDH for each enrollee 
assigned to the Contractor to ensure that MCO covered services under this Contract are provided. 
 
Care Coordination ς Deliberate organization of patient care activities by a person or entity, including the 
Contractor that is formally designated as primarily responsible for coordinating services furnished by 
ǇǊƻǾƛŘŜǊǎ ƛƴǾƻƭǾŜŘ ƛƴ ǘƘŜ ŜƴǊƻƭƭŜŜΩǎ ŎŀǊŜΣ ǘo facilitate the appropriate delivery of health care services. Care 
ŎƻƻǊŘƛƴŀǘƛƻƴ ŀŎǘƛǾƛǘƛŜǎ Ƴŀȅ ƛƴŎƭǳŘŜ ōǳǘ ŀǊŜƴΩǘ ƭƛƳƛǘŜŘ ǘƻ ǘƘŜ ŎƻƻǊŘƛƴŀǘƛƻƴ ƻŦ ǎǇŜŎƛŀƭǘȅ ǊŜŦŜǊǊŀƭǎΣ ŀǎǎƛǎǘŀƴŎŜ 
with ancillary services, and referrals to and coordination with community services. Organizing care 
involves the marshalling of personnel and other resources needed to carry out all required patient care 
activities and is often managed by the exchange of information among participants responsible for 
different aspects of the enrolleŜΩǎ ŎŀǊŜ. 
 
Care Management ς An ƻǾŜǊŀƭƭ ŀǇǇǊƻŀŎƘ ǘƻ ƳŀƴŀƎƛƴƎ ŜƴǊƻƭƭŜŜǎΩ ŎŀǊŜ ƴŜŜŘǎ ŀƴŘ ŜƴŎƻƳǇŀǎǎŜǎ ŀ ǎŜǘ ƻŦ 

activities intended to improve patient care and reduce the need for medical services by enhancing 

coordination of care, eliminating duplication, and helping patients and caregivers more effectively 

manage health conditions.  

 
Case Management ς A collaborative process of assessment, planning, facilitation and advocacy for 
ƻǇǘƛƻƴǎ ŀƴŘ ǎŜǊǾƛŎŜǎ ǘƻ ƳŜŜǘ ŀƴ ƛƴŘƛǾƛŘǳŀƭ ŜƴǊƻƭƭŜŜΩǎ ƘŜŀƭǘƘ-related needs through communication and 
available resources to promote quality and cost-effective outcomes. Case management implicitly 
enhances care coordination through the designation of a case manager whose specific responsibility is to 
oversee and coordinate access and care delivery targeted to high-risk patients with diverse combinations 
of health, functional, and social needs. 
 
Case Manager ς A licensed registered nurse, licensed mental health practitioner, or other trained 

individual who is employed or contracted by the /ƻƴǘǊŀŎǘƻǊ ƻǊ ŀƴ ŜƴǊƻƭƭŜŜΩǎ t/tΦ ¢ƘŜ ŎŀǎŜ ƳŀƴŀƎŜǊ ƛǎ 

accountable for providing intensive monitoring, follow-up, clinical management of high risk enrollees, and 

care coordination activities, which include development of the MCO plan of care, ensuring appropriate 

referrals and timely two-way transmission of useful enrollee information; obtaining reliable and timely 

information about services other than those provided by the PCP; supporting the enrollee in addressing 

social determinants of health; and supporting safe transitions in care for enrollees moving between 

institutional and community care settings. The case manager may serve on one or more multi-disciplinary 

care teams and is responsible for coordinating and facilitating meetings and other activities of those care 

teams.  

 
Centers for Medicare and Medicaid Services (CMS) ς The agency within the United States Department of 
Health & Human Services that provides administration and funding for Medicare under Title XVIII, 
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MediŎŀƛŘ ǳƴŘŜǊ ¢ƛǘƭŜ ·L·Σ ŀƴŘ ǘƘŜ /ƘƛƭŘǊŜƴΩǎ IŜŀƭǘƘ LƴǎǳǊŀƴŎŜ tǊƻƎǊŀƳ ǳƴŘŜǊ ¢ƛǘƭŜ ··L ƻŦ ǘƘŜ {ƻŎƛŀƭ 
Security Act. Formerly known as Health Care Financing Administration (HCFA). 
 
CHIP ς /ƘƛƭŘǊŜƴΩǎ IŜŀƭǘƘ LƴǎǳǊŀƴŎŜ tǊƻƎǊŀƳ created in 1997 by Title XXI of the Social Security Act. Known 
in Louisiana as LaCHIP. 
 
Chisholm Class Members ς All current and future Medicaid beneficiaries in the state of Louisiana under 
age twenty-one who are now on or will in the future be placed on the Developmental Disabilities Request 
for Services Registry. 
 
Choice Counseling ς Enrollment Broker activities such as answering questions and providing information 
in an unbiased manner on available MCOs and advising potential enrollees and enrollees on what factors 
to consider when choosing among them. 
 
Claim ς (1) A bill for services, (2) a line item of service, or (3) all services for one enrollee within a bill. 

 
Clean Claim ς A claim that can be processed without obtaining additional information from the provider 
of the service or from a third party. Lǘ ƛƴŎƭǳŘŜǎ ŀ ŎƭŀƛƳ ǿƛǘƘ ŜǊǊƻǊǎ ƻǊƛƎƛƴŀǘƛƴƎ ƛƴ ŀ ǎǘŀǘŜΩǎ ŎƭŀƛƳǎ ǎȅǎǘŜƳΦ It 
does not include a claim from a provider who is under investigation for fraud or abuse, or a claim under 
review for medical necessity.  
 
Co-branding ς A relationship between two or more separate legal entities, one of which is the Contractor, 
where there is joint marketing to promote enrollment with the Contractor.  
 
Cold Call Marketing ς Any unsolicited personal contact with a Medicaid eligible individual by the MCO, its 
staff, its volunteers or its vendors/contractors with the purpose of influencing the Medicaid eligible 
individual to enroll in the MCO or either to not enroll in or disenroll from another MCO.  
 
Community Health Worker (CHW) ς As defined by the American Public Health Association, frontline staff 
who are trusted members of and/or have an unusually close understanding of the community served. This 
trusting relationship enables the CHW to serve as a liaison/link/intermediary between health/social 
services and the community to facilitate access to services and improve the quality and cultural 
competence of service delivery for enrollees.  
 
Continuous Quality Improvement ς The process of identifying problems, implementing and monitoring 
corrective action and studying its effectiveness to improve health care. 
 
Contract ς The written agreement between LDH and the Contractor; comprised of the Contract, the RFP, 
ǘƘŜ /ƻƴǘǊŀŎǘƻǊΩǎ wCt ǊŜǎǇƻƴǎŜ ǿƘƛŎƘ ƛǎ ƛƴŎƻǊǇƻǊŀǘŜŘ ōȅ ǊŜŦŜǊŜƴŎŜΣ and any addenda, appendices, 
attachments, or amendments thereto. 
 
Contract Execution ς The date upon which the Office of State Procurement has approved the Contract. 
 
Contractor ς Any entity that enters into an agreement with LDH for the provision of services described in 
this Contract.  
 
Convicted ς A formal declaration that someone was guilty of a criminal offense, made by the verdict of a 
jury or the decision of a judge in a court of law. 
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Coordinated System of Care (CSoC) ς A component of the system of care for youth who have significant 
behavioral health challenges and who are in or at imminent risk of out-of-home placement, and their 
families, which is a collaborative effort among families, youth, the Department of Children and Family 
Services, the Department of Education, the Department of Health, and the Office of Juvenile Justice. 
 
Coordination of Benefits (COB) ς Refers to the activities involved in determining Medicaid benefits when 
an enrollee has coverage through an individual, entity, insurance, or program that is liable to pay for 
health care services.  
 
Co-payment*  ς Any cost sharing payment for which the enrollee is responsible, in accordance with 42 
C.F.R. §447.50 and Section 5006 of the American Recovery and Reinvestment Act of 2009 (ARRA) for 
Native American members. 
 
Corrective Action Period ς The period of time between the acceptance by LDH of the Corrective Action 
Plan and the date of compliance as determined by LDH.  
 
Corrective Action Plan (CAP) ς A plan developed by the Contractor that is designed to ameliorate an 
identified deficiency and prevent re-occurrence of that deficiency. The CAP outlines all steps/actions and 
timeframe necessary to address and resolve the deficiency.  
 
Cost Avoidance ς A method of paying claims in which the provider is not reimbursed until the provider 
has demonstrated that all available health insurance has been exhausted. 
 
Cost Sharing ς Any co-payment, coinsurance, deductible, or other similar charge as per 42 C.F.R. §447.50-
57.  
 
Covered Drug List ς A list maintained by the Contractor giving details of generic and name brand 
medications payable by the Contractor. The Covered Drug List shall include all outpatient drugs for which 
the manufacturer has entered into the Federal rebate agreement with CMS that meets the standards in 
Section 1927 of the Social Security Act.  
 
Covered Services ς See MCO Covered Services. 
 
Crisis Mitigation Services ς ! ǇǊƻǾƛŘŜǊΩǎ ŀǎǎƛǎǘŀƴŎŜ ǘƻ ŜƴǊƻƭƭŜŜǎ ŘǳǊƛƴƎ ŀ ŎǊƛǎƛǎ ǘƘŀǘ ǇǊƻǾƛŘŜǎ twenty-four 
(24)-hour on call telephone assistance to prevent relapse or harm to self or others, to provide referral to 
ƻǘƘŜǊ ǎŜǊǾƛŎŜǎΣ ŀƴŘ ǘƻ ǇǊƻǾƛŘŜ ǎǳǇǇƻǊǘ ŘǳǊƛƴƎ ǊŜƭŀǘŜŘ ŎǊƛǎŜǎΦ wŜŦŜǊǊŀƭ ǘƻ фмм ƻǊ ŀ ƘƻǎǇƛǘŀƭΩǎ ŜƳŜǊƎŜƴŎȅ 
department alone does not constitute Crisis Mitigation Services. 
 
Cultural Competency ς A set of interpersonal skills that allow individuals to increase their understanding, 
appreciation, acceptance, and respect for cultural differences and similarities within, among and between 
groups and the sensitivity to know how these differences influence relationships with enrollees. This 
requires a willingness and ability to draw on community-based values, traditions and customs, to devise 
strategies to better meet culturally diverse enrollee needs, and to work with knowledgeable persons of 
and from the community in developing focused interactions, communications, and other supports. 
 
Deliverable ς Any document, manual, file, plan, or report submitted to LDH by the Contractor to fulfill 
requirements of this Contract. 



Page 11 of 347 

 
Denied Claim ς A claim for which no payment is made to a provider by the Contractor for any of several 
reasons, including but not limited to, the claim is for non-MCO covered services, an ineligible provider or 
enrollee, is a duplicate of another transaction, or has failed to pass a significant requirement in the claims 
processing system. 
 
Department (LDH) ς The Louisiana Department of Health, hereinafter referred to as LDH.  
 
Developmental Disability ς As defined in La. R.S. 28:451.2, means either:  
(1) A severe, chronic disability of a person that: 

¶ Is attributable to an intellectual or physical impairment or combination of intellectual and physical 
impairments; 

¶ Is manifested before the person reaches age twenty-two (22); 

¶ Is likely to continue indefinitely; 

¶ Results in substantial functional limitations in three (3) or more of the following areas of major 
life activity: 
o Self-care; 
o Receptive and expressive language; 
o Learning; 
o Mobility; 
o Self-direction; 
o Capacity for independent living; and 
o Economic self-sufficiency; 

¶ Is not attributable solely to mental illness; and 

¶ Reflects the need for a combination and sequence of special, interdisciplinary, or generic care, 
treatment, or other services which are of lifelong or extended duration and are individually 
planned and coordinated. 

(2) A substantial developmental delay or specific congenital or acquired condition in a person from 
birth through age nine (9) which, without services and support, has a high probability of resulting in 
those criteria in Paragraph (1) later in life that may be considered to be a developmental disability. 

 
Direct Marketing/Cold Call ς Any unsolicited personal contact with or solicitation of a Medicaid enrollee 
in person, through direct mail advertising or telemarketing by an employee or agent of the Contractor for 
the purpose of influencing an individual to enroll with the Contractor. 
 
Disease Management (DM) ς see Chronic Care Management.  
 
Disenrollment ς ¢ƘŜ ǊŜƳƻǾŀƭ ƻŦ ŀƴ ŜƴǊƻƭƭŜŜ ŦǊƻƳ ǇŀǊǘƛŎƛǇŀǘƛƻƴ ƛƴ ǘƘŜ /ƻƴǘǊŀŎǘƻǊΩǎ ǇƭŀƴΣ ōǳǘ ƴƻǘ ƴŜŎŜǎǎŀǊƛƭȅ 
from the Medicaid or LaCHIP Program. 
 
Dispensing Fee ς The professional fee which: (1) is incurred at the point of sale or service and pays for the 
costs in excess of the ingredient cost of a covered outpatient drug each time a covered outpatient drug is 
dispensed; (2) includes only pharmacy costs associated with ensuring that possession of the appropriate 
covered outpatient drug is transferred to an enrollee. Pharmacy costs include, but are not limited to, 
ǊŜŀǎƻƴŀōƭŜ Ŏƻǎǘǎ ŀǎǎƻŎƛŀǘŜŘ ǿƛǘƘ ŀ ǇƘŀǊƳŀŎƛǎǘΩǎ ǘƛƳŜ ƛƴ ŎƘŜŎƪƛƴƎ ǘƘŜ ŎƻƳǇǳǘŜǊ ŦƻǊ ƛƴŦƻǊƳation about an 
ŜƴǊƻƭƭŜŜΩǎ ŎƻǾŜǊŀƎŜΣ ǇŜǊŦƻǊƳƛƴƎ ŘǊǳƎ ǳǘƛƭƛȊŀǘƛƻƴ ǊŜǾƛŜǿ ŀƴŘ ǇǊŜŦŜǊǊŜŘ ŘǊǳƎ ƭƛǎǘ ǊŜǾƛŜǿ ŀŎǘƛǾƛǘƛŜǎΣ 
measurement or mixing of the covered outpatient drug, filing the container, enrollee counseling, 
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physically providing the completed prescription to the enrollee, delivery, special packaging, and overhead 
associated with maintaining the facility and equipment necessary to operate the pharmacy; and (3) does 
not include administrative costs incurred by the State in the operation of the covered outpatient drug 
benefit including system costs for interfacing with pharmacies.  
 
Documented Attempt ς A bona fide, or good faith, attempt, in writing, by the Contractor to enter into a 
contract with a provider, made on or after the date the MCO signs the Contract with LDH, and no sooner 
than sixty (60) calendar days following any preceding attempt. Such attempts shall include written 
correspondence via certified mail that outlines contract negotiations between the parties, including rate 
and contract terms disclosure. If, within thirty (30) calendar days following the receipt date, the potential 
provider rejects the request or fails to respond either verbally or in writing, the Contractor may consider 
the request for inclusion in the provider network as denied by the provider. Provider responses are not 
limited to approval or rejection of the offer. This shall constitute one (1) attempt.  
 
DOJ Agreement Target Population (Case 3:18-cv-00608, Middle District of Louisiana) ς (a) Medicaid-
eligible individuals over age 18 with SMI currently residing in nursing facilities; (b) individuals over age 18 
with SMI who are referred for a Pre-Admission Screening and Resident Review (PASRR) Level II evaluation 
of nursing facility placement during the course of this Agreement, or have been referred within two years 
prior to the effective date of this Agreement; and (c) excludes those individuals with co-occurring SMI and 
dementia, where dementia is the primary diagnosis.  
 
Dual Diagnosis ς The situation in which the same person is diagnosed with more than one condition, such 
as psychiatric disorders, neurodevelopmental disorders, substance-related and addictive disorders. 
 
Duplicate Claim ς A claim that is either a total or partial duplicate of services previously paid.  
 
Durable Medical Equipment*, Prosthetics, Orthotics and certain Supplies (DMEPOS) ς DME is inclusive 
of equipment which 1) can withstand repeated use, 2) is primarily and customarily used to serve a medical 
purpose, 3) generally is not useful to a person in the absence of illness or injury, and 4) is appropriate for 
use in the home. POS is inclusive of prosthetics, orthotics and certain supplies. Certain supplies are those 
medical supplies that are of an expendable nature, such as catheters and diapers. 
 
Early and Periodic Screening, Diagnosis and Treatment (EPSDT) ς All medically necessary Section 1905(a) 
services that correct or ameliorate physical and mental illnesses and conditions are covered for EPSDT-
eligible beneficiaries ages birth to twenty-one, in accordance with 42 U.S.C. §1396d(r). This includes but 
is not limited to, conditions which are discovered through EPSDT Well Child screening services, whether 
or not such services are covered under the Medicaid State Plan. [42 U.S.C. §1396d(r)(5) and the CMS State 
Medicaid Manual.]  
 
Electronic Health Records (EHR) ς A computer-based record containing health care information. This 
technology, when fully developed, meets provider needs for real-time data access and evaluation in 
medical care. Implementation of an EHR increases the potential for more efficient care and speedier 
communication among providers and the Contractor. 
 
Emergency Dental Services ς Emergency dental coverage is limited to the emergency treatment of injury 
to natural teeth. Treatment includes but is not limited to x-rays and emergency oral surgery to temporarily 
stabilize the enrollee. Dental services provided for the routine care, treatment, or replacement of teeth 
or structures are not covered under this Contract. 
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Emergency Medical Condition* ς A medical condition manifesting itself by acute symptoms of sufficient 
severity (including severe pain) such that a prudent layperson, who possesses an average knowledge of 
health and medicine, could reasonably expect the absence of immediate medical attention to result in: 
(1) placing the health of the individual (or, with respect to a pregnant woman, the health of the woman 
or her unborn child) in serious jeopardy, (2) serious impairment to bodily functions, or (3) serious 
dysfunction of any bodily organ or part. 
 
Emergency Medical Transportation* ς Transportation provided for an emergency medical condition. 
 
Emergency Room Care*  ς Emergency services provided in an emergency department. 
 
Emergency Services* ς In accordance with 42 U.S.C. §1395dd(e), §1396u-2(b)(2) and 42 C.F.R. 
§438.114(a), covered inpatient and outpatient services that are furnished by a provider that is qualified 
to furnish these services under Title 42 of the Code of Federal Regulations and Title XIX of the Social 
Security Act and that are needed to screen, evaluate, and stabilize an emergency medical condition. If an 
emergency medical condition exists, the Contractor is obligated to pay for the emergency service. 
/ƻǾŜǊŀƎŜ ƻŦ ŜƳŜǊƎŜƴŎȅ ǎŜǊǾƛŎŜǎ Ƴǳǎǘ ƴƻǘ ƛƴŎƭǳŘŜ ŀƴȅ ǇǊƛƻǊ ŀǳǘƘƻǊƛȊŀǘƛƻƴ ǊŜǉǳƛǊŜƳŜƴǘǎ ŀƴŘ ǘƘŜ άǇǊǳŘŜƴǘ 
ƭŀȅǇŜǊǎƻƴέ ǎǘŀƴŘŀǊŘ ǎƘŀƭƭ ŀǇǇƭȅ ǘƻ ōƻǘƘ ƛƴ-network and out-of-network coverage. 
 
Encounter ς A distinct set of health care services provided to an enrollee on the dates that the services 
were delivered. 
 
Encounter Data ς Health care encounter data include: (i) All data captured during the course of a single 
health care encounter that specify the diagnoses, procedures (therapeutic, rehabilitative, maintenance, 
or palliative), pharmaceuticals, medical devices and equipment associated with the enrollee receiving 
services during the encounter; (ii) the identification of the enrollee receiving and the provider(s) delivering 
the health care services during the single encounter; and (iii) a unique, unduplicated, identifier for the 
single encounter. 
 
Encounter Data Adjustment ς Adjustments to encounter data that are allowable under the Medicaid 
Management Information System (MMIS) as specified in the MCO Manual. 
 
Enrollee ς Louisiana Medicaid or CHIP beneficiary who is currently enrolled with the MCO, either by choice 
or assignment by the enrollment broker. A Medicaid beneficiary shall be considered an enrollee beginning 
on the effective date of enrollment with the MCO. The enrollee may be entitled to retroactive coverage.  
 
Enrollees with Special Health Care Needs ς Individuals of any age with a behavioral health disability, 
physical disability, developmental disability, or other circumstances that place their health and ability to 
fully function in society at risk, requiring individualized care approaches. Enrollees with Special Health 
Care Needs shall include any enrollees who: 

¶ have complex needs such as multiple chronic conditions, co-morbidities, and co-existing 
functional impairments; 

¶ are at high risk for admission/readmission to a hospital within the next six (6) months; 

¶ are at high risk of institutionalization;  

¶ have been diagnosed with a Serious Emotional Disturbance, a Severe and Persistent Mental 
Illness, or a Substance Use Disorder, or otherwise have significant behavioral health needs; 

¶ are homeless as defined in Section 330(h)(5)(A) of the Public Health Services Act and codified by 
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the US Department of Health and Human Services in 42 U.S.C. 254(b); 

¶ are women with high-risk pregnancies; 

¶ have been recently incarcerated and are transitioning out of custody; 

¶ are at high risk of inpatient admission or Emergency Department visits, including certain enrollees 
transitioning care across acute hospital, chronic disease and rehabilitation hospital or nursing 
facility setting;  

¶ are members of the DOJ Agreement Target Population; or 

¶ receive care from other state agency programs, including but not limited to programs through 
OJJ, DCFS, or OPH.  

 
Enrollment ς The process conducted by the enrollment broker by which an eligible Medicaid beneficiary 
becomes an enrollee with the MCO.  
 
Enrollment Broker ς The SǘŀǘŜΩǎ ŘŜǎƛƎƴŀǘŜŘ contractor that performs functions related to choice 
counseling, enrollment and disenrollment of potential enrollees and enrollees into an MCO.  
 
Evidence-Based Practice ς Clinical interventions that have demonstrated positive outcomes in several 
research studies to assist consumers in achieving their desired goals of health and wellness. 
 
Excluded Populations ς Medicaid beneficiaries who are excluded from MCO enrollment. 
 
Excluded Services*  ς Those services which enrollees may obtain under the Louisiana Medicaid State Plan 
and for which the Contractor is not financially responsible. 
 
Executive Capacity ς Serving as a Chief Executive Officer, Chief Operating Officer, Chief Financial Officer, 
Medical Director, or a Behavioral Health Medical Director. 
 
External Quality Review (EQR) ς The analysis and evaluation by an external quality review organization 
of aggregated information on quality, timeliness, and access to the health care services that a Contractor 
or its subcontractors furnish to Medicaid enrollees. 
 
External Quality Review Organization (EQRO) ς An organization that meets the competence and 
independence requirements set forth in 42 C.F.R. §438.354, and performs EQR and other EQR-related 
activities as set forth in 42 C.F.R. §438.358, or both. 
 
Family Planning Services ς Services for men, women and adolescents that include examinations and 
assessments, diagnostic procedures, health education, and counseling services related to alternative birth 
control and prevention as prescribed and rendered by physicians, hospitals, clinics and pharmacies. 
 
Federal Financial Participation (FFP) ς Also known as federal match; the percentage of federal matching 
dollars available to a state to provide Medicaid and CHIP services. The federal Medical Assistance 
Percentage (FMAP) is calculated annually based on a formula designed to provide a higher federal 
matching rate to states with lower per capita income. 
 
Federally Qualified Health Center (FQHC) ς An entity that receives a grant under Section 330 of the Public 
Health Service Act (also see 42 U.S.C. §1396d(l)(2)(B) of the Social Security Act) to provide primary health 
care and related diagnostic services and may provide dental, optometric, podiatry, chiropractic and 
behavioral health services. 
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Fee-for-Service (FFS) ς A method of provider reimbursement based on payments for specific services 
rendered. 
 
Fidelity ς The accuracy and consistency of an intervention to ensure it is implemented as planned and 
that each component is delivered in a comparable manner to all members over time. 
 
Fiscal Intermediary (FI) ς [5IΩǎ ŎƻƴǘǊŀŎǘƻǊ responsible in the current delivery model for an array of 
support services including MMIS development and support, claims processing, pharmacy support 
services, provider support services, financial and accounting systems, prior authorization and utilization 
management, fraud and abuse systems, and decision support.  
 
For Cause ς For a legitimate, specific reason; with justification.  
 
Formulary ς A ƭƛǎǘ ƳŀƛƴǘŀƛƴŜŘ ōȅ ǘƘŜ a/h ƎƛǾƛƴƎ ŘŜǘŀƛƭǎ ƻŦ ƳŜŘƛŎŀǘƛƻƴǎ ǇŀȅŀōƭŜ ōȅ ǘƘŜ a/hΩǎ ƘŜŀƭǘƘ ǇƭŀƴΦ 
 
Fraud ς As relates to Medicaid Program Integrity, an intentional deception or misrepresentation made by 
a person with the knowledge that the deception could result in some unauthorized benefit to him or some 
other person. It includes any act that constitutes fraud under applicable federal or state law. Fraud may 
include, but is not limited to, deliberate misrepresentation of need or eligibility; providing false 
information concerning costs or conditions to obtain reimbursement or certification; or claiming payment 
for services which were never delivered or received. 
 
Full-Time Equivalent Position (FTE) ς Refers to the equivalent of one (1) individual full-time employee 
who works forty (40) hours per week or a full-time primary care provider delivering outpatient preventive 
and primary (routine, urgent and acute) clinical care for twenty-four (24) hours or more per week 
(exclusive of travel time).  
 
Grievance* ς An expression of enrollee dissatisfaction about any matter other than an adverse benefit 
determination as defined in this Contract. Examples of grievances include, but are not limited to, 
dissatisfaction with quality of care, quality of service, rudeness of a provider or a network employee and 
network administration practices. Administrative grievances are generally those relating to dissatisfaction 
with the delivery of administrative services, coverage issues, and access to care issues. 
 
Grievance System ς The manner in which enrollee grievances, appealsΣ ŀƴŘ ŀŎŎŜǎǎ ǘƻ ǘƘŜ {ǘŀǘŜΩǎ ŦŀƛǊ 
hearing system are managed.  
 
Habilitation Services and Devices*  ς Health care services that help enrollees keep, learn, or improve skills 
and functioning for daily living. 
 
Health Care Professional ς A physician or other health care practitioner licensed, accredited or certified 
to perform specified health services consistent with state law.  
 
Health Care Provider ς A health care professional or entity that provides health care services or goods. 
 
Health Disparity ς The preventable differences in health outcomes in the burden of disease, injury, 
violence, or opportunities to achieve optimal health that are experienced by disadvantaged populations. 
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Health Equity ς A state where every person has the opportunity to attain his or her full health potential 
and no one is disadvantaged from achieving this potential because of social position or other socially 
determined circumstances.  
 
Health Insurance* ς A type of insurance coverage that pays for medical and surgical expenses incurred by 
the insured. Health insurance can reimburse the insured for expenses incurred from illness or injury, or 
pay the care provider directly. 
 
Health Needs Assessment ς A person-ŎŜƴǘŜǊŜŘ ŀǎǎŜǎǎƳŜƴǘ ƻŦ ŀƴ ŜƴǊƻƭƭŜŜΩǎ ŎŀǊŜ ƴŜŜŘǎΣ ŦǳƴŎǘƛƻƴŀƭ ƴŜŜŘǎΣ 
accessibility needs, goals, and other characteristics. 
 
Healthcare Effectiveness Data and Information Set (HEDIS) ς A set of performance measures developed 
by the National Committee for Quality Assurance (NCQA). The measures are designed to help health care 
purchasers understand the value of health care purchases and measure plan (e.g. MCO) performance. 
 
HIPAA Privacy Rule (45 C.F.R. Parts 160 and 164) ς Standards for the privacy of individually identifiable 
health information.  
 
HIPAA Security Rule (45 C.F.R. Parts 160 and 164) ς Part of the rules promulgated pursuant to the Health 
Insurance Portability and Accountability Act of 1996 (HIPAA) which require covered entities to maintain 
reasonable and appropriate administrative, physical, and technical safeguards to protect the 
confidentiality, integrity, and availability of their Electronic Protected Health Information against any 
reasonably anticipated risks.  
 
Home and Community Based Services Waiver (HCBS) ς Under 42 U.S.C. §1396n(c) of the Social Security 
Act, states may request waiver of the requirements relating to statewide comparability of services, and 
community income and resource rules for the medically needy in order to develop Medicaid-financed 
community-based treatment alternatives. Non-State Plan services that may be offered include case 
management, homemaker/home health aide services, personal care services, adult day health, 
habilitation, and respite care. Current HCBS waivers in Louisiana are New Opportunities Waiver (NOW), 
/ƘƛƭŘǊŜƴΩǎ /ƘƻƛŎŜΣ Community Choices Waiver (CCW), Adult Day Health Care Waiver (ADHC), Supports 
Waiver, Coordinated System of Care (CSoC), and Residential Options Waiver (ROW). 
 
Home Health Care or Services*  ς tŀǘƛŜƴǘ ŎŀǊŜ ǎŜǊǾƛŎŜǎ ǇǊƻǾƛŘŜŘ ƛƴ ǘƘŜ ǇŀǘƛŜƴǘΩǎ ǊŜǎƛŘŜƴǘƛŀƭ ǎŜǘǘƛƴƎ ƻǊ ŀƴȅ 
setting in which normal life activities take place under the order of a physician that are necessary for the 
diagnosis and treatment ƻŦ ǘƘŜ ǇŀǘƛŜƴǘΩǎ ƛƭƭƴŜǎǎ ƻǊ ƛƴƧǳǊȅΣ ƛƴŎƭǳŘƛƴƎ ƻƴŜ ƻǊ ƳƻǊŜ ƻŦ ǘƘŜ ŦƻƭƭƻǿƛƴƎ ǎŜǊǾƛŎŜǎΥ 
(1) skilled nursing; (2) physical therapy; (3) speech-language therapy; (4) occupational therapy; (5) home 
health aide services; or (6) medical supplies, equipment and appliances suitable for use in any setting in 
which normal life activities take place.  
 
Homeless ς As defined in 42 U.S.C. §254b, means, an individual who lacks housing (without regard to 
whether the individual is a member of a family), including an individual whose primary residence during 
the night is a supervised public or private facility (e.g., shelters) that provides temporary living 
accommodations, and an individual who is a resident in transitional housing. A homeless person is an 
individual without permanent housing who may live on the streets; stay in a shelter, mission, single room 
occupancy facilities, abandoned building or vehicle; or any other unstable or non-permanent situation. A 
person may be considered to be homeless if that person is άŘƻǳōƭŜŘ ǳǇΣέ ŀ ǘŜǊƳ ǘƘŀǘ ǊŜŦŜǊǎ ǘƻ ŀ ǎƛǘǳŀǘƛƻƴ 
where individuals are unable to maintain their housing situation and are forced to stay with a series of 
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friends and/or extended family members. In addition, previously homeless individuals who are to be 
released from a prison or a hospital may be considered homeless if they do not have a stable housing 
situation to which they can return. ! ǊŜŎƻƎƴƛǘƛƻƴ ƻŦ ǘƘŜ ƛƴǎǘŀōƛƭƛǘȅ ƻŦ ŀƴ ƛƴŘƛǾƛŘǳŀƭΩǎ ƭƛǾƛƴƎ ŀǊǊŀƴƎŜƳŜƴǘǎ ƛǎ 
critical to the definition of homelessness (HRSA/Bureau of Primary Health Care, Program Assistance Letter 
99-12). 
 
Hospice Care or Services* ς An alternative treatment approach that is based on a recognition that 
impending death requires a change from curative treatment to palliative care for the terminally ill patient 
and supporting family. Palliative care focuses on comfort care and the alleviation of physical, emotional 
and spiritual suffering. Instead of hospitalization, its focus is on maintaining the terminally ill patient at 
home with minimal disruptions in normal activities and with as much physical and emotional comfort as 
possible. 
 
Hospital Outpatient Care*  ς /ŀǊŜ ƛƴ ŀ ƘƻǎǇƛǘŀƭ ǘƘŀǘ ǳǎǳŀƭƭȅ ŘƻŜǎƴΩǘ ǊŜǉǳƛǊŜ ŀƴ ƻǾŜǊƴƛƎƘǘ ǎǘŀȅΦ 
 
Hospitalization*  ς Admission to a hospital for treatment. 
 
ICD-10-CM codes ς International Classification of Diseases, 10th Revision, Clinical Modification codes 
represent a uniform, international classification system of coding disease and injury diagnoses. This coding 
system arranges diseases and injuries into code categories according to established criteria. MCOs shall 
transition to newer versions as they become effective.  
  
Immediate ς In an immediate manner; instant; instantly or without delay, but not more than twenty-four 
(24) hours. 
 
In Lieu of Service (ILOS) ς A medically-appropriate service outside of MCO covered services or settings (or 
beyond service limits established by LDH for MCO covered services) that are provided to enrollees, at their 
option, by the Contractor as a cost-effective alternative to an MCO covered service or setting.  
 
Incentive Arrangement ς Any payment mechanism under which a Contractor or subcontractor may 
receive additional funds over and above the rate it was paid for meeting targets specified in the contract. 
 
Incurred But Not Reported (IBNR) ς Services rendered by a provider for which a claim/encounter has not 
been received by the Contractor. 
 
Indian ς Includes an Indian, as defined in 25 U.S.C. §1603 (13), an Urban Indian, as defined in 25 U.S.C. 
§1603 (28), a California Indian, as defined in 25 U.S.C. §1679(a) or an individual who has been determined 
eligible as an Indian, under 42 C.F.R. § 136.12. 
 
Indian Health Care Provider (IHCP) ς A health care program operated by the Indian Health Service (IHS) 
or by an Indian Tribe, Tribal Organization, or Urban Indian Organization (otherwise known as an I/T/U) as 
those terms are defined in §4 of the Indian Health Care Improvement Act (25 U.S.C. 1603). 
 
Individuals with Disabilities Education Act (IDEA) ς A United States federal law that ensures services to 
children with disabilities throughout the United States. IDEA governs how states and public agencies 
provide early intervention, special education and related services to children with disabilities. 
 
Information Systems (IS) ς A combination of computing hardware and software that is used in: (a) the 
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capture, storage, manipulation, movement, control, display, interchange and/or transmission of 
information, i.e. structured data (which may include digitized audio and video) and documents; and/or (b) 
the processing of such information for the purposes of enabling and/or facilitating a business process or 
related transaction. 
 
Insolvency ς A financial condition that exists when an entity is unable to pay its debts as they become due 
in the usual course of business, or when the liabilities of the entity exceed its assets, or as determined by 
the Louisiana Department of Insurance pursuant to Title 22 of the Louisiana Revised Statutes of 1950. 
 
Intellectual Disability ς A type of developmental disability, formerly known as mental retardation, 
characterized by significantly impaired intellectual and adaptive functioning. It is defined by an IQ score 
under 70 in addition to deficits in two (2) or more adaptive behaviors that affect every day, general living. 
A diagnosis of intellectual disability alone does not constitute eligibility for Developmental Disabilities 
services. 
 
Interdisciplinary Team ς A group that reviews information, data, and input from a person to make 
recommendations relevant to the needs of the person. The team consists of the person, his legal 
Representative if applicable, professionals of varied disciplines who have knowledge relevant to the 
person's needs, and may include his family enrollees along with others the person has designated. 
 
Intermediate Care Facility for Individuals with Developmental Disabilities (ICF/DD) ς A facility licensed 
by the Louisiana Department of Health (LDH) Health Standards Section (HSS) to provide residential care 
for four (4) or more individuals that meet the criteria for twenty-four (24) hours per day of Active 
¢ǊŜŀǘƳŜƴǘΦ L/Cκ55 ŦŀŎƛƭƛǘƛŜǎ ŀǊŜ ŎƻƴǎƛŘŜǊŜŘ άƛƴǎǘƛǘǳǘƛƻƴǎέ ŀƴŘ ƴƻǘ IƻƳŜ ŀƴŘ /ƻƳƳǳƴƛǘȅ .ŀǎŜŘ Services 
by CMS. 
 
Intermediate Sanctions ς Those actions authorized by 42 C.F.R. Part 438, Subpart I for certain actions or 
omissions by a MCO.  
  
Investigational Procedure/Service ς See Experimental Procedure/Service. 
 
Kick Payment ς The method of reimbursing a Contractor in the form of a separate one (1) time fixed 
payment for specific services in addition to the PMPM payment. 
 
Laboratory and X-ray Services ς Professional and technical laboratory and radiological services that are 
ordered and provided by or under the direction of a physician or other licensed practitioner of the healing 
arts within the scope of his practice as defined by state law or ordered by a physician but provided by 
referral laboratory; provided in an office or similar facility other than a hospital outpatient or clinic; and 
furnished by a laboratory that meets the requirements of 42 C.F.R. Part 493. 
 
LaMOMS ς Medicaid program for pregnant women with income up to and including 133% FPL and 
optional Medicaid program for pregnant women with income from 134% up to and including 185% FPL. 
With a 15% income disregard, the income limit is, in effect, 200% FPL. The program provides pregnancy-
related services, delivery and post-partum care for sixty (60) days after the pregnancy ends for women 
whose sole basis of eligibility is pregnancy. 
 
Legend Drugs ς Drugs which bear the federal legend: ά/ŀǳǘƛƻƴΥ ŦŜŘŜǊŀƭ ƭŀǿ prohibits dispensing without 
ŀ ǇǊŜǎŎǊƛǇǘƛƻƴΦέ 
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Licensed Mental Health Professional (LMHP) ς An individual who is licensed in the state of Louisiana to 
diagnose and treat mental illness or substance use disorder acting within the scope of all applicable state 
laws and their professional license. A LMHP includes individuals licensed to practice independently as:  

¶ Medical Psychologists  

¶ Licensed Psychologists  

¶ Licensed Clinical Social Workers (LCSWs)  

¶ Licensed Professional Counselors (LPCs)  

¶ Licensed Marriage and Family Therapists (LMFTs)  

¶ Licensed Addiction Counselors (LACs)  

¶ Advanced Practice Registered Nurses (APRN) (must be a nurse practitioner specialist in Adult 
Psychiatric & Mental Health, and Family Psychiatric & Mental Health or a Certified Nurse 
Specialists in Psychosocial, Gerontological Psychiatric Mental Health, Adult Psychiatric and Mental 
Health, and Child-Adolescent Mental Health and may practice to the extent that services are 
ǿƛǘƘƛƴ ǘƘŜ !twbΩǎ ǎŎƻǇŜ ƻŦ ǇǊŀŎǘƛŎŜύ 

 
Liquidated Damages ς Damages that may be assessed whenever a Contractor, its providers, and/or its 
subcontractors fail to achieve certain performance standards and other items defined in the terms and 
conditions of the Contract. 
 
Local Governing Entity (LGE) ς One of several independent regional health care districts and authorities 
located throughout the State. Within the jurisdiction of LGEs, services are provided through various 
arrangements including state operated, state contracted services, private comprehensive providers, 
rehabilitation agencies, community addiction and mental health clinics, LMHPs, and certified peer support 
specialists. 
 
[ƻǳƛǎƛŀƴŀ /ƘƛƭŘǊŜƴΩǎ IŜŀƭǘƘ LƴǎǳǊŀƴŎŜ tǊƻƎǊŀƳ ό[ŀ/ILtύ ς [ƻǳƛǎƛŀƴŀΩǎ ƴŀƳŜ ŦƻǊ ǘƘŜ /ƘƛƭŘǊŜƴΩǎ IŜŀƭǘƘ 
Insurance Plan authorized by Title XXI of the Social Security Act in 1997. Provides health care coverage for 
uninsured children up to age 19 through a Medicaid expansion program for children at or below 200% FPL 
and a separate state CHIP program for the unborn prenatal option and for children with income from 
200% up to and including 250% FPL. 
 
[ƻǳƛǎƛŀƴŀΩǎ IŜŀƭǘƘ LƴǎǳǊŀƴŎŜ tǊŜƳƛǳƳ tŀȅƳŜƴǘ tǊƻƎǊŀƳ ό[ŀIIPP) ς Louisiana Medicaid program that 
pays for some or all of the health insurance premiums for an employee and their family if they have 
insurance available through their job and someone in the family is enrolled in Medicaid. 
 
Louisiana Medicaid State Plan ς The binding written agreement between LDH and CMS which describes 
how the Medicaid program is administered by LDH and determines the services for which LDH will receive 
federal financial participation. 
 
Managed Care Organization (MCO) ς A private entity that meets the mandatory business requirements 
of the RFP and contracts with LDH to provide covered services to Louisiana Medicaid managed care 
program enrollees in exchange for a monthly prepaid capitated amount per enrollee. The entity must 
have an active license or certificate of authority issued by the Louisiana Department of Insurance which 
regulates the MCO with respect to licensure and financial solvency, pursuant to La. R.S. 22:1016, but shall, 
solely with respect to its products and services offered pursuant to the Louisiana Medicaid Program be 
regulated by the Louisiana Department of Health. 
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Managed Care Program ς Louisiana Medicaid program providing Medicaid covered services to enrollees 
through select MCOs with the goal of effectively utilizing resources to promote the health and well-being 
of Louisianans. 
 
Mandatory MCO Population ς The groups of Medicaid beneficiaries who are required to enroll with an 
MCO and whose participation is not voluntary. 
 
Marketing ς Any communication from a Contractor to a Medicaid enrollee  or potential enrollee that can 
reasonably be interpreted as intended to influence the ŜƴǊƻƭƭŜŜΩǎ choice of MCO. 
 
Marketing Materials ς Information produced in any medium, by or on behalf of an MCO that can 
reasonably be interpreted as intended to market to potential enrollees or enrollees. 
 
Mass Media ς A method of public advertising that can create Contractor name recognition among a large 
number of Medicaid enrollees and can assist in educating them about potential health care choices. 
Examples of mass media are radio spots, television advertisements, newspaper advertisements, 
newsletters, and video in doctor's office waiting rooms. 
 
Material Changes ς Material changes are changes affecting the delivery of care or services provided under 
this Contract. Material changes include, but are not limited to, changes in composition of the provider 
network, subcontractor, or subcontractorΩǎ ƴŜǘǿƻǊƪΣ ǘƘŜ /ƻƴǘǊŀŎǘƻǊΨǎ ŎƻƳǇƭŀƛƴǘ ŀƴŘ ƎǊƛŜǾŀƴŎŜ 
procedures; health care delivery systems, services, changes to proposed value-added benefits or services; 
enrollment of a new population; procedures for obtaining access to or approval for health care services; 
any and all policies and procedures that require LDH approval prior to implementation; and the 
/ƻƴǘǊŀŎǘƻǊΩǎ ŎŀǇŀŎƛǘȅ ǘƻ ƳŜŜǘ ƳƛƴƛƳǳƳ ŜƴǊƻƭƭƳŜƴǘ ƭŜǾŜƭǎΦ [5I ǎƘŀƭƭ ƳŀƪŜ ǘƘŜ Ŧƛƴŀƭ ŘŜǘŜǊƳƛƴŀǘƛƻƴ ŀǎ ǘƻ 
whether a change is material. 
 
Material Subcontract ς Any contract or agreement by which the Contractor procures, re-procures, or 
proposes to subcontract with, for the provision of all, or part, of any program area or function that relates 
to the delivery or payment of MCO covered services including, but not limited to, behavioral health, claims 
processing, care management, utilization management, transportation, or pharmacy benefits, including 
specialty pharmacy providers. 
 
May ς A term that denotes a permissible action. 
 
MCO Covered Services ς Those Medicaid covered health care benefits and services that are required to 
be provided by the Contractor to Medicaid enrollees as specified in Attachment A of the Contract. (In lieu 
of services and value-added benefits are described in Attachments B and C.)  
 
MCO Manual ς A compilation of policies, instructions, and guidelines established by LDH for the 
administration of the Louisiana Medicaid managed care program. 
 
MCO Plan of Care ς The plan developed by the MCO in conjunction with the enrollee and other individuals 
invƻƭǾŜŘ ƛƴ ǘƘŜ ŜƴǊƻƭƭŜŜΩǎ case management to suppƻǊǘ ǘƘŜ ŎƻƻǊŘƛƴŀǘƛƻƴ ƻŦ ŀƴ ŜƴǊƻƭƭŜŜΩǎ ŎŀǊŜ ŀƴŘ ǇǊƻǾƛŘŜ 
support to the enrollee in achieving care goals. 
 
Measurable ς Applies to a Contractor objective and means the ability to determine definitively whether 
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or not the objective has been met, or whether progress has been made toward a positive outcome. 
 
Measurement Year ς With regard to health care quality measure reporting, measurement year refers to 
the timeframe during which health care services are provided. For example, for most HEDIS® measures, 
the previous calendar year is the standard measurement year. The health care quality measure steward 
defines the measurement year (or period) in the technical specifications for each measure. 
 
Medicaid ς A means tested federal-state entitlement program authorized in 1965 by Title XIX of the Social 
Security Act. Medicaid offers federal matching funds to states for costs incurred in paying health care 
providers for serving covered individuals. 
 
Medicaid Covered Services ς Those health care services to which an eligible Medicaid beneficiary is 
entitled under the Louisiana Medicaid State Plan. 
 
Medicaid Eligibility Office ς LDH offices located within select parishes of the state and centralized State 
Office operations that are responsible for initial and ongoing Medicaid financial eligibility determinations. 
 
Medicaid Management Information System (MMIS) ς Mechanized claims processing and information 
retrieval system used to process claims for Medicaid payment and includes information on all Medicaid 
providers and enrollees.  
 
Medicaid Provider* ς Any Medicaid service provider contracted with a health plan and/or enrolled in the 
Medicaid Program. 
 
Medical Director/Chief Medical Officer ς The licensed physician designated by the Contractor to exercise 
general supervision over the provision of MCO covered services. 
 
Medical Information ς Information about an enrollee's medical history or condition obtained directly or 
indirectly from a licensed physician, medical practitioner, hospital, clinic, or other medical or medically 
related facility. 
 
Medical Loss Ratio ς The percentage of PMPM payments received by the Contractor from LDH used to 
pay medical claims from providers and approved quality improvement and health information technology 
costs. 
 
Medical Record ς A single complete record kept at the site of the enrollee's treatment(s), which 
documents medical or allied goods and services, including, but not limited to, outpatient and emergency 
medical health care services whether provided by the MCO, its subcontractor, or any out-of-network 
providers. The records may be electronic, paper, magnetic material, film or other media. In order to qualify 
as a basis for reimbursement, the records must be dated, legible and signed or otherwise attested to, as 
appropriate to the media, and meet the requirements of 42 C.F.R §456.111 and §456.211. 
 
Medically Necessary Services*  ς Those health care services that are in accordance with generally 
accepted, evidence-based medical standards or that are considered by most physicians (or other 
independent licensed practitioners) within the community of their respective professional organizations 
to be the standard of care. In order to be considered medically necessary, services must be: (1) deemed 
reasonably necessary to diagnose, correct, cure, alleviate or prevent the worsening of a condition or 
conditions that endanger life, cause suffering or pain or have resulted or will result in a handicap, physical 
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deformity or malfunction; and (2) those for which no equally effective, more conservative and less costly 
course of treatment is available or suitable for the beneficiary. Any such services must be individualized, 
specific and consistent with symptoms or confirmed diagnosis of the illness or injury under treatment, 
and neither more nor less than what the beneficiary requires at that specific point in time. Although a 
ǎŜǊǾƛŎŜ Ƴŀȅ ōŜ ŘŜŜƳŜŘ ƳŜŘƛŎŀƭƭȅ ƴŜŎŜǎǎŀǊȅΣ ƛǘ ŘƻŜǎƴΩǘ ƳŜŀƴ ǘƘŜ ǎŜǊǾƛŎŜ ǿƛƭƭ ōŜ ŎƻǾŜǊŜŘ ǳƴŘŜǊ ǘƘŜ 
Medicaid Program. Services that are experimental, non-FDA approved, investigational, or cosmetic are 
ǎǇŜŎƛŦƛŎŀƭƭȅ ŜȄŎƭǳŘŜŘ ŦǊƻƳ aŜŘƛŎŀƛŘ ŎƻǾŜǊŀƎŜ ŀƴŘ ǿƛƭƭ ōŜ ŘŜŜƳŜŘ άƴƻǘ ƳŜŘƛŎŀƭƭȅ ƴŜŎŜǎǎŀǊȅΦέ  
 
Medicare ς The federal medical assistance program authorized in 1965 by Title XVIII of the Social Security 
Act, to address medical needs. Medicare is available to U.S. citizens 65 years of age and older and some 
people with disabilities under age 65. 
 
Member Materials ς All written materials produced or authorized by the Contractor and distributed to 
enrollees or potential enrollees containing information concerning the MCO. Member materials include, 
but are not limited to, member ID cards, member handbooks, provider directories, and marketing 
materials.  
 
Member Month ς A month of coverage for a Medicaid enrollee.  
 
Mental Health/Substance Use (MH/SU) Providers ς Behavioral health professionals engaged in the 
treatment of substance use, dependency, addiction, or mental illness. 
 
Monetary Penalty ς Financial assessment that may be enforced whenever a Contractor and/or its 
subcontractors fail to meet the requirements of this Contract. 
 
Must ς Denotes a mandatory requirement. 
 
National Committee for Quality Assurance (NCQA) ς A not-for-profit organization that performs quality-
oriented accreditation reviews on health maintenance organizations and similar types of managed care 
plans. HEDIS and the Quality Compass are registered trademarks of NCQA. 
  
Network* ς The collective group of providers who have entered into provider agreements with the 
Contractor for the delivery of MCO covered services. This includes, but is not limited to physical, 
behavioral, pharmacy and ancillary service providers. Also referred to as Provider Network. 
 
Network Adequacy ς Refers to the network of health care providers for an MCO that is sufficient in 
numbers and types of providers and facilities to ensure that all services are accessible to enrollees without 
unreasonable delay. Adequacy is determined by a number of factors, including but not limited to, provider 
patient ratios; geographic accessibility and travel distance; waiting times (defined as time spent both in 
the lobby and in the examination room prior to being seen by a provider) for appointments, and hours of 
provider operations. Network Adequacy will be assessed on the MCOs contracted network providers 
excluding single case agreements unless otherwise approved by LDH. 
 
Network Provider or Provider* ς An appropriately credentialed and licensed individual, facility, agency, 
institution, organization or other entity, and its employees and subcontractors that has a provider 
agreement with the Contractor for the delivery of MCO covered sŜǊǾƛŎŜǎ ǘƻ ǘƘŜ /ƻƴǘǊŀŎǘƻǊΩǎ ŜƴǊƻƭƭŜŜǎΦ  
 
Network Provider Agreement ς A contract between the Contractor and a network provider for the 
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delivery of MCO covered services to enrollees, including any in lieu of services offered by the Contractor.  
 
Newborn ς ! ƭƛǾŜ ƛƴŦŀƴǘ ōƻǊƴ ǘƻ ŀ /ƻƴǘǊŀŎǘƻǊΩǎ ŜƴǊƻƭƭŜŜΦ 
 
Non-Emergency Medical Transportation (NEMT) ς A ride, or reimbursement for a ride, provided so that 
an enrollee with no other transportation resources can receive services from an entity providing MCO 
covered services. NEMT does not include transportation provided on an emergency basis, such as trips to 
the ED in life threatening situations. 
 
Non-Emergency Services ς Services provided to an enrollee who has presentation of medical signs and 
symptoms to a health care provider. 
 
Non-Participating Provider*  ς A provider that does not have a signed network provider agreement with 
the Contractor. 
 
Non-Urgent Sick Care ς Medical care given for an acute onset of symptoms that is not emergent or urgent 
in nature. Examples of non-urgent conditions include cold symptoms, sore throat, and nasal congestion. 
 
Nurse Practitioner (NP) ς An advanced practice registered nurse educated in a specified area of care and 
certified according to the requirements of a nationally recognized accrediting agency such as the American 
NǳǊǎŜǎ !ǎǎƻŎƛŀǘƛƻƴΩǎ !ƳŜǊƛŎŀƴ bǳǊǎŜǎ /ǊŜŘŜƴǘƛŀƭƛƴƎ /ŜƴǘŜǊΣ bŀǘƛƻƴŀƭ /ŜǊǘƛŦƛŎŀǘƛƻƴ /ƻǊǇƻǊŀǘƛƻƴ ŦƻǊ ǘƘŜ 
Obstetric, Gynecologic and Neonatal Nursing Specialties, or the National Certification Board of Pediatric 
Nurse Practitioners and Nurses, or as approved by the Louisiana State Board of Nursing and who is 
authorized to provide primary, acute, or chronic care, as an advanced nurse practitioner acting within 
his/her scope of practice to individuals, families, and other groups in a variety of settings including, but 
not limited to, homes, institutions, offices, industry, schools, and other community agencies. 
 
OCDD Statement of Approval ς A document received by individuals who have completed the System 
Entry process at one of the ten (10) Human Service Districts/Authorities (also called the Local Governing 
Entity or LGE). This document indicates that the individual meets the legal definition of 
Intellectual/Developmental Disability as defined by La. R.S. 28:451.2.  This document further indicates the 
individual meets the criteria to receive services from the Developmental Disability service system. 
 
Open Enrollment ς The period of time when an enrollee may change MCOs without cause (once per year 
after initial enrollment). 
 
Open Panel ς PCPs who are accepting new patients for the Contractor.  
 
Operational Start Date ς The first date on which the Contractor is responsible for providing MCO covered 
services to their enrollees and is responsible for compliance with all aspects of the Contract. This date is 
at the discretion of LDH, but is anticipated to be January 1, 2020. The Operational Start Date may be 
delayed by LDH for one or more MCOs depending on readiness review results. 
 
Out-of-Network (OON) Provider ς An appropriately licensed individual, facility, agency, institution, 
organization or other entity that has not entered into a contract with the MCO for the delivery of MCO 
ŎƻǾŜǊŜŘ ǎŜǊǾƛŎŜǎ ǘƻ ǘƘŜ /ƻƴǘǊŀŎǘƻǊΩǎ ŜƴǊƻƭƭŜŜǎΦ 
 
Outlier ς Additional payment that is made for catastrophic costs associated with services provided to 1) 
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children under the age of six who received inpatient services in a disproportionate share hospital setting, 
and 2) infants who have not attained the age of one year who received inpatient services in any acute 
care setting. 
 
Ownership Interest ς The possession of stock, equity in the capital, or any interest in the profits of the 
Contractor; for further definition see 42 C.F.R. §455.101. 
 
Participating Provider*  ς A provider that has a signed network provider agreement with a MCO. 
 
Patient-Centered Medical Home (PCMH) ς A system of care led by a team of primary care providers who 
ǇŀǊǘƴŜǊ ǿƛǘƘ ǘƘŜ ǇŀǘƛŜƴǘΣ ǘƘŜ ǇŀǘƛŜƴǘΩǎ ŦŀƳƛƭȅ ŀƴŘ ǘƘŜ ŎƻƳƳǳƴƛǘȅ ǘƻ ŎƻƻǊŘƛƴŀǘŜ ŎŀǊŜ ƛƴ ŀƭƭ ǎŜǘǘƛƴƎǎΣ ŦǊƻƳ 
specialists and hospitals to pharmacies, mental health programs, and home health agencies.  
 
Peer Specialist ς A paraprofessional with specialized training who has a personal experience in special 
health care needs and chronic or complex illness and who engages with enrollees, providing person-
centered, culturally sensitive support building on the values, strengths and preferences of the enrollee. 
 
Pended Claim ς A claim for which additional information is being requested in order for the claim to be 
adjudicated. 
 
Performance Improvement Projects (PIP) ς Projects designed to achieve, through ongoing measurements 
and interventions, significant improvement, sustained over time, in clinical care and nonclinical care areas 
that have a favorable effect on health outcomes and enrollee satisfaction.  
 
Performance Measures ς Tools that quantify healthcare processes, outcomes, patient perceptions, and 
organizational structure and/or systems that are associated with the ability to provide high-quality health 
care and/or that relate to one or more quality goals for health care. 
 
Permanent Supportive Housing (PSH) ς Consists of deeply affordable, community-integrated rental 
housing combined with supportive services that are designed to assist households in gaining and 
maintaining access to safe, good quality housing. In PSH, the service beneficiary is the tenant and lessee. 
Tenancy is not contingent upon continued receipt of services.  
 
Permanent Supportive Housing Program ς The Louisiana PSH program is a cross-disability program that 
provides rental subsidies for over 3,300 affordable housing units statewide to low income enrollees with 
substantial, long-term disabilities. In Louisiana, PSH services are reimbursed under several Medicaid HCBS 
programs, and under specialized behavioral health State Plan services where it is billed as a component 
of CPST and PSR. To be eligible for PSH, Medicaid Managed Care enrollees must meet PSH program 
eligibility criteria and medical necessity criteria for services. Overall management of the PSH program is 
centralized within LDH and final approval for enrollees to participate in PSH is made by the LDH PSH 
program staff.  
 
Person-centered ς A care planning process driven by the enrollee that identifies supports and services 
ǘƘŀǘ ŀǊŜ ƴŜŎŜǎǎŀǊȅ ǘƻ ƳŜŜǘ ǘƘŜ ŜƴǊƻƭƭŜŜΩǎ ƴŜŜŘǎ ƛƴ ǘƘŜ Ƴƻǎǘ ƛƴǘŜƎǊŀǘŜŘ ǎŜǘǘƛƴƎΦ The enrollee directs the 
process to the maximum extent possible and is provided sufficient information and support to make 
informed choices and decisions. The process is timely and occurs at times and locations convenient to the 
enrollee, reflects the cultural and linguistic considerations of the enrollee, provides information in plain 
language and in a manner that is accessible to enrollees, and includes strategies for resolving conflict or 
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disagreement that arises in the planning process. 
 
Personal Care Services (PCS) ς Provided by attendants when physical limitations due to illness or injury 
require assistance with eating, bathing, dressing, and personal hygiene. Does not include medical tasks 
such as medication administration, tracheostomy care, feeding tubes or catheters.  
 
Pharmacy Benefits Manager (PBM) ς A third party administrator of prescription drug programs. 
 
Physician Services*  ς The services provided by an individual licensed under state law to practice medicine 
or osteopathy. It does not include services that are offered by doctors while admitted in the hospital, and 
charges for which are included in the hospital bill. 
 
Plan*  ς An individual or group that provides, or pays the cost of, medical care. 
 
Population Health ς The ƘŜŀƭǘƘ ƻǳǘŎƻƳŜǎ ƻŦ ǘƘŜ /ƻƴǘǊŀŎǘƻǊΩǎ ŜƴǊƻƭƭŜŜ ǇƻǇǳƭŀǘƛƻƴΣ ƛƴŎƭǳŘƛƴƎ ǘƘŜ 
distribution of such outcomes within the group. It is an approach aimed at improving the health of the 
enrollee population as a whole.  
 
Post-Stabilization Care Services ς Medicaid covered services related to an emergency medical condition 
that are provided after an enrollee is stabilized in order to maintain, improve or resolve the ŜƴǊƻƭƭŜŜΩǎ 
condition pursuant to 42 C.F.R. §438.114.  
 
Potential Enrollee ς A Medicaid beneficiary who is subject to mandatory enrollment or may voluntarily 
elect to enroll in an MCO, but is not yet an enrollee of a specific MCO. 
 
Pre-Admission Screening and Resident Review (PASRR) ς Pre-Admission Screening and Resident Review 
(PASRR) is a federal requirement to help ensure that individuals are not inappropriately placed in nursing 
homes for long-term care. PASRR requires that all applicants to a Medicaid-certified nursing facility (1) be 
evaluated for mental illness and/or intellectual disability; (2) be offered the most appropriate setting for 
their needs (in the community, a nursing facility, or acute care settings); and (3) receive the services they 
need in those settings. 
 
Preferred Drug List (PDL) ς A list maintained by the Contractor indicating which drugs providers are 
permitted to prescribe without seeking prior authorization or a prior authorization to review clinical 
criteria. 
 
Premium*  ς An amount to be paid for an insurance policy. 
 
Prescription Drugs*  ς A drug that can be obtained only by means of a prescription. 
 
Prescription Drug Coverage*  ς Health insurance or plan that helps enrollees pay for prescription drugs 
and medications. 
 
Preventive Care ς Refers to the treatment to avert disease/illness and/or its consequences. The term is 
used to designate prevention and early detection programs rather than restorative or treatment 
programs. There are three levels of preventive care: primary, such as immunizations, aimed at preventing 
disease; secondary, aimed at early detection of disease; and tertiary, such as physical therapy, aimed at 
restoring function after the disease has occurred.  
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Primary Care Physician or Provider (PCP)* ς An individual physician, nurse practitioner, or physician 
assistant who accepts primary responsibility for the management of an enrollee's health care. The primary 
ŎŀǊŜ ǇǊƻǾƛŘŜǊ ƛǎ ǘƘŜ ǇŀǘƛŜƴǘΩǎ Ǉƻƛƴǘ ƻŦ ŀŎŎŜǎǎ ŦƻǊ ǇǊŜǾŜƴǘƛǾŜ ŎŀǊŜ ƻǊ ŀƴ ƛƭƭƴŜǎǎ ŀƴŘ Ƴŀȅ ǘǊeat the patient 
directly, refer the patient to a specialist (secondary/tertiary care), or admit the patient to a hospital.  
 
Primary Care Services ς Health care services and laboratory services customarily furnished by or through 
a PCP for diagnosis and treatment of acute and chronic illnesses, disease prevention and screening, health 
maintenance, and health promotion either through direct service to the enrollee when possible or 
through appropriate referral to specialists and/or ancillary providers.  
 
Prior Authorization ς The process of determining medical necessity for specific services before they are 
rendered. 
 
Prospective Review ς Utilization review conducted prior to an admission or a course of treatment. 
 
Protected Health Information (PHI) ς Individually identifiable health information that is maintained or 
transmitted in any form or medium and for which conditions for disclosure are defined in the rules 
promulgated pursuant to the Health Insurance Portability and Accountability Act of 1996 (HIPAA), 45 
C.F.R. Parts 160 and 164.  
 
Provider Appeal ς The formal mechanism which allows a provider the right to appeal an MCO final 
decision. 
 
Provider-beneficiary Relationship ς A relationship that is defined as one in which the provider is the main 
source of Medicaid services for the beneficiary during the past twelve (12) months based on claims data 
sorted by the most frequently visited PCP. 
 
Provider Complaint ς A verbal or written expression by a provider which indicates dissatisfaction or 
ŘƛǎǇǳǘŜ ǿƛǘƘ a/h ǇƻƭƛŎȅΣ ǇǊƻŎŜŘǳǊŜΣ ŎƭŀƛƳǎ ǇǊƻŎŜǎǎƛƴƎ ŀƴŘκƻǊ ǇŀȅƳŜƴǘΣ ƻǊ ŀƴȅ ŀǎǇŜŎǘ ƻŦ ǘƘŜ /ƻƴǘǊŀŎǘƻǊΩǎ 
functions. 
 
Provider Directory ς A listing of health care service providers within tƘŜ /ƻƴǘǊŀŎǘƻǊΩǎ ǇǊƻǾƛŘŜǊ ƴŜǘǿƻǊƪ 
that is prepared by the MCO as a reference tool to assist enrollees in locating providers that are available 
to provide services.  
 
Provider Preventable Condition ς Preventable healthcare-acquired or other provider-preventable 
conditions and events, also known as never events, identified by LDH for nonpayment, including but not 
limited to, conditions such as bed pressure ulcers or decubitus ulcers; events such as surgical or invasive 
procedures performed on the wrong body part or wrong patient; or wrong surgical procedure performed 
on a patient. 
 
Provider Agreement ς An agreement between the Contractor and a provider to furnish covered services 
to enrollees. 
 
Prudent Layperson ς A person who possesses an average knowledge of health and medicine. 
 
Quality ς As it pertains to external quality review, means the degree to which a Contractor increases the 
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likelihood of desired health outcomes of its enrollees through its structural and operational characteristics 
and through the provision of health services that are consistent with current professional knowledge.  
  
Quality Assessment and Performance Improvement (QAPI) Plan ς A written plan detailing the 
/ƻƴǘǊŀŎǘƻǊΩǎ ǉǳŀƭƛǘȅ ƳŀƴŀƎŜƳŜƴǘ ŀƴŘ ŎƻƳƳƛǘǘŜŜ ǎǘǊǳŎǘǳǊŜΣ ǇŜǊŦƻǊƳŀƴŎŜ ƳŜŀǎǳǊŜǎΣ monitoring and 
evaluation process, and improvement activities measures that rely upon quality monitoring implemented 
to improve health care outcomes for enrollees.  
 
Quality Assessment and Performance Improvement Program (QAPI Program) ς Program that objectively 
and systematically defines, monitors and evaluates the quality and appropriateness of care and services, 
and promotes improved patient outcomes through performance improvement projects, medical record 
audits, performance measures, surveys, and related activities. 
 
Quality Management (QM) ς The ongoing process of ensuring that the delivery of MCO covered services 
is appropriate, timely, accessible, available, medically necessary, in accordance with established 
guidelines and standards, and reflective of the current state of medical and behavioral health knowledge.  
 
Readiness Review ς wŜŦŜǊǎ ǘƻ [5IΩǎ ŀǎǎŜǎǎƳŜƴǘ ƻŦ ǘƘŜ /ƻƴǘǊŀŎǘƻǊΩǎ ŀōƛƭƛǘȅ ǘƻ ŦǳƭŦƛƭƭ ǘƘŜ /ƻƴǘǊŀŎǘ 
requirements. Such review may include, but is not be limited to, review of proper licensure, operational 
protocols, review of MCO standards, and review of systems. The review may be done as a desk review, 
on-site review, or combination and may include interviews with pertinent personnel so that LDH can make 
an informed assessment ƻŦ ǘƘŜ /ƻƴǘǊŀŎǘƻǊΩǎ ŀōƛƭƛǘȅ ŀƴŘ ǊŜŀŘƛƴŜǎǎ ǘƻ ǊŜƴŘŜǊ ǎŜǊǾƛŎŜǎΦ 
 
Re-admission ς Subsequent admissions of a patient to a hospital or other health care institution for 
treatment. 
 
Recovery (In reference to behavioral health services) ς A process of change through which individuals 
improve their health and wellness, live self-directed lives, and strive to reach their full potential. 
 
Referral Services ς Health care services provided to enrollees to both in- and out-of-network providers 
when ordered and approved by the Contractor, including, but not limited to in-network specialty care and 
out-of-network services which are covered under the Louisiana Medicaid State Plan.  
 
Registered Nurse (RN) ς Person licensed as a Registered Nurse by the Louisiana State Board of Nursing. 
 
Rehabilitation Services and Devices*  ς {ŜǊǾƛŎŜǎ ƻǊŘŜǊŜŘ ōȅ ǘƘŜ ŜƴǊƻƭƭŜŜΩǎ t/t ǘƻ ƘŜƭǇ ǘƘŜ ŜƴǊƻƭƭŜŜ ǊŜŎƻǾŜǊ 
from an illness or injury. These services are provided by nurses and physical, occupational, and speech 
therapists.  
 
Reinsurance ς Insurance a Contractor purchases to protect itself against part or all of the losses which 
may be incurred in the process of honoring the claims of enrolleesΤ ŀƭǎƻ ǊŜŦŜǊǊŜŘ ǘƻ ŀǎ άǎǘƻǇ ƭƻǎǎέ ƛƴǎǳǊŀƴŎŜ 
coverage. 
 
Rejected Claim ς A claim that does not pass standard, front-end HIPAA edits, indicating that there is 
missing or invalid data such that there is insufficient information to process the claim. 
 
Remittance Advice ς An electronic listing of transactions for which payment is calculated. Hard copies are 
available upon request only.  
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Reprocessing (Claims) ς Upon determination of the need to correct the outcome of one or more claims 
processing transactions, the subsequent attempt to process a single claim or batch of claims. 
 
Responsible Party ς An individual, often the head of household, who is authorized to make decisions and 
act on behalf of the Medicaid beneficiary. This is the same individual who completes and signs the 
Medicaid application on behalf of a covered individual, agreeing to the rights and responsibilities 
associated with Medicaid coverage.  
 
RFP (Request for Proposals) ς As relates to MCOs, the process by which LDH invites proposals from 
interested parties for the procurement of specified services.  
 
Risk ς The chance or possibility of loss associated with provision of care for a given population.  
 
Risk Adjustment ς A method for determining adjustments to the PMPM rate that accounts for variation 
in health risks among participating MCOs when determining capitation payments. 
 
Routine Care ς Treatment of a condition which would have no adverse effects if not treated within 24 
hours or that could be treated in a less acute setting (e.g., physician's office) or by the patient. 
 
Routine Primary Care ς Routine primary care services include the diagnosis and treatment of conditions 
to prevent deterioration to a more severe level, or minimize/reduce risk of development of chronic illness 
or the need for more complex treatment. Examples include psoriasis, chronic low back pain; requires a 
face-to-face visit within four (4) weeks of enrollee request. 
 
Rural Health Clinic (RHC) ς A clinic located in an area that has a health care provider shortage and is 
certified to receive special Medicare and Medicaid reimbursement. RHCs provide primary health care and 
related diagnostic services and may provide optometric, podiatry, chiropractic and behavioral health 
services. RHCs must be reimbursed by the MCO using prospective payment system (PPS) methodology.  
 
Rural Hospital ς Hospital licensed by LDH which meets the definition in La. R.S. 40:1189.3. 
 
School Based Health Center Clinic (SBHC) ς A health care provider certified by the Office of Public Health 
that is physically located in a school or on or near school grounds that provides convenient access to 
comprehensive, primary and preventive physical and mental health services for public and charter school 
students. 
 
Second Opinion ς Subsequent to an initial medical opinion, an opportunity or requirement to obtain a 
clinical evaluation by a provider other than the provider originally making a recommendation for a 
proposed health service, to assess the clinical necessity and appropriateness of the initial proposed health 
service. 
 
Secure File Transfer Protocol (SFTP) ς Software protocol for transferring data files from one computer to 
another with added encryption. 
 
Service Area ς The designated area in which the Contractor is authorized to furnish covered services to 
enrollees. The service area is the entire state of Louisiana.  
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Service Authorization ς A utilization management activity that includes pre-, concurrent, or post review 
of a service by a qualified health professional to authorize, partially deny, or deny the payment of a 
service, including a service requested by the enrollee. Service authorization activities must consistently 
apply review criteria. 
 
Shall ς A term that denotes a mandatory requirement. 
 
Should ς A term that denotes a desirable action. 
 
Significant ς As utilized in this Contract, except where specifically defined, shall mean important in effect 
or meaning. 
 
Skilled Nursing Care*  ς A level of care that includes services that can only be performed safely and 
correctly by a licensed nurse (either a registered nurse or a licensed practical nurse).  
 
Social Determinants of Health (SDOH) ς The complex, integrated, and overlapping social structures and 
economic systems that are responsible for most health inequities. These social structures and economic 
systems include the social environment, physical environment, health services, and structural and societal 
factors. Social determinants of health are shaped by the distribution of money, power, and resources 
throughout local communities, nations, and the world. 
 
Social Security Act ς The Social Security Act of 1935, as amended, 42 U.S.C. §301-1397mm provides for 
the Medicaid Program (Title XIX) and CHIP Program (Title XXI). 
 
Solvency ς The minimum standard of financial health for a Contractor where assets exceed liabilities and 
timely payment requirements can be met. 
 
Span of Control ς Information systems and telecommunications capabilities that the Contractor operates 
or for which it is otherwise legally responsible according to the terms and conditions with LDH. The span 
of control also includes systems and telecommunications capabilities outsourced by the Contractor.  
 
Specialist*  ς A specialist/subspecialist is a health care professional who is not a primary care physician.  
 
Specialized Behavioral Health Services ς Mental health services and substance use services that are 
provided outside of primary care, unless furnished in an integrated care setting, and include, but are not 
limited to, services provided by a psychiatrist, LMHP, and/or mental health rehabilitation provider.  
 
Stabilized ς With respect to an emergency medical condition, that no material deterioration of the 
condition is likely, within reasonable medical probability, to result from or occur during the transfer of the 
individual from a facility, or with respect to a woman in labor, the woman has delivered (including the 
placenta). 
 
State ς The State of Louisiana. 
 
State Plan ς Refers to the Louisiana Medicaid State Plan. 
 
Sterilization ς Any medical treatment or procedure that renders an individual permanently incapable of 
reproducing. 
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Stratification ς The process of partitioning data into distinct or non-overlapping groups. 
 
Subcontractor ς A person, agency or organization with which the Contractor has subcontracted or 
delegated some of its management functions or other contractual responsibilities to provide MCO 
covered services to its enrollees. 
 
Subsidiary ς An affiliate that is owned or controlled by the Contractor, either directly or indirectly through 
one (1) or more intermediaries. 
 
Substantial Contractual Relationship ς Any direct or indirect business transactions that amount within a 
twelve (12) month period to more than twenty-five thousand dollars ($25,000) or five percent (5%) of the 
/ƻƴǘǊŀŎǘƻǊΩǎ ǘƻǘŀƭ ƻǇŜǊŀǘƛƴƎ ŜȄǇŜƴǎŜǎΣ ǿƘƛŎƘŜǾŜǊ ƛǎ ƭŜǎǎΦ 
 
Supplemental Security Income (SSI) ς A federal program which provides a cash benefit to people who are 
aged, blind or disabled and who have little or no income or assets. [ƻǳƛǎƛŀƴŀ ƛǎ ŀ ά{ŜŎǘƛƻƴ мсопέ ǎǘŀǘŜ ŀƴŘ 
anyone determined eligible for SSI is automatically eligible for Medicaid, in accordance with 42 U.S.C. 
§1383c. 
 
System Function Response Time ς Based on the specific sub function being performed: 

¶ Record Search Time - the time elapsed after the search command is entered until the list of 
matching records begins to appear on the monitor. 

¶ Record Retrieval Time - the time elapsed after the retrieve command is entered until the record 
data begin to appear on the monitor. 

¶ Print Initiation Time - the elapsed time from the command to print a screen or report until it 
appears in the appropriate queue. 

¶ On-line Claims Adjudication Response Time - the elapsed time from the receipt of the transaction 
by the MCO from the provider and/or switch vendor until the MCO hands-off a response to the 
provider and/or switch vendor. 

 
System Unavailability ς Measured within the /ƻƴǘǊŀŎǘƻǊΩǎ ƛƴŦƻǊƳŀǘƛƻƴ ǎȅǎǘŜƳ ǎǇŀƴ ƻŦ ŎƻƴǘǊƻƭΦ ! ǎȅǎǘŜƳ 
is considered not available when a system user does not get the complete, correct full-screen response to 
ŀƴ ƛƴǇǳǘ ŎƻƳƳŀƴŘ ǿƛǘƘƛƴ ǘƘǊŜŜ όоύ ƳƛƴǳǘŜǎ ŀŦǘŜǊ ŘŜǇǊŜǎǎƛƴƎ ǘƘŜ άŜƴǘŜǊέ ƻǊ ƻǘƘŜǊ ŦǳƴŎǘƛƻƴ ƪŜȅ.  
 
TTY/TDD ς Telephone Typewriter and Telecommunication Device for the Deaf, which allows for 
interpreter capability for deaf callers. 
 
Targeted Case Management ς Case management for a targeted population of persons with special needs 
described in the Louisiana Medicaid State Plan.  
 
Telemedicine ς Provision of MCO covered services through two-way, real time interactive communication 
between the patient and the physician or practitioner at the distant site. This electronic communication 
means the use of interactive telecommunications equipment that includes, at a minimum, audio and 
video equipment.  
 
Tenancy Supports ς Supports provided under CPST and PSR to that subset of enrollees accepted for 
ǇŀǊǘƛŎƛǇŀǘƛƻƴ ƛƴ [ƻǳƛǎƛŀƴŀΩǎ tŜǊƳŀƴŜƴǘ {ǳǇǇƻǊǘƛǾŜ IƻǳǎƛƴƎ ǇǊƻƎǊŀƳΦ Tenancy and pre-tenancy supports 
are designed to help enrollees access and maintain successful tenancy in the community-integrated, 
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ŀŦŦƻǊŘŀōƭŜ ƘƻǳǎƛƴƎ ǇǊƻǾƛŘŜŘ ǘƘǊƻǳƎƘ [ƻǳƛǎƛŀƴŀΩǎ t{I ǇǊƻƎǊŀƳΦ Tenancy and pre-tenancy supports consist 
of activities such as helping enrollees complete apartment applications, seek reasonable accommodation, 
negotiate and enter into leases, understand the role of tenant, understand tenant rights, develop budgets, 
make timely rent payments, comply with terms of lease, adjust to new home and neighborhood (including 
how to get to and access essential services), apply for income benefits such as SSI, comply with medication 
and other treatment regimes, and develop/implement crisis plans to avoid eviction.  
 
Tertiary Care ς Highly specialized medical care, usually over an extended period of time that involves 
advanced and complex procedures and treatments performed by medical specialists in state-of-the-art 
facilities. 
 
Third Party Liability (TPL) ς Refers to the legal obligation of third parties, i.e., certain individuals, entities, 
or programs, to pay all or part of the expenditures for medical assistance furnished under a state plan. 
 
Timely ς Existing or taking place within the designated period or within the time required by statue or 
rules and regulations, contract terms, or policy requirements. 
 
Title IV-E ς Means Title IV, Part E, of the Social Security Act, 42 U.S.C. §§670-679c, which provides for 
medical assistance for foster children and adoption assistance. 
 
Title V ς Means Title V of the Social Security Act, 42 U.S.C. §§701-713, which provides for maternal and 
child health services. Federal laws and regulations mandate cooperation between state agencies 
responsible for the administration and supervision of both Title V and Title XIX of the Social Security Act. 
 
Title X ς Means Title X of the Public Health Services Act, 42 U.S.C. §§§300-300a-6, which provides for 
family planning services.  
 
Title XIX ς Means Title XIX of the Social Security Act, 42 U.S.C. §§1396-1396w-5, which authorizes and 
governs the Medicaid Program. 
 
Title XXI ς Means Title XXI of the Social Security Act, 42 U.S.C. §§1397aa-1397mm, which authorizes and 
ƎƻǾŜǊƴǎ ǘƘŜ /ƘƛƭŘǊŜƴΩǎ IŜŀƭǘƘ LƴǎǳǊŀƴŎŜ tǊƻƎǊŀƳ ό/ILtύΦ 
 
Total Cost of Care (TCOC) ς A broad indicator of spending for a given population (i.e., payments from 
payer to provider organizations). In the context of population-based payment models, TCOC includes 
spending associated with caring for a defined population, typically including all provider and facility fees, 
inpatient and ambulatory care, pharmacy, behavioral health, laboratory, imaging, and other ancillary 
services. 
 
Transition Phase ς Includes all activities the MCO is required to perform between the date the Contract 
is signed by all parties and the operational start date as defined in this Contract and the MCO Manual. 
 
Transitional Case Management ς The ŜǾŀƭǳŀǘƛƻƴ ƻŦ ŀƴ ŜƴǊƻƭƭŜŜΩǎ ƳŜŘƛŎŀƭ ŎŀǊŜ ƴŜŜŘǎ ŀƴŘ ŎƻƻǊŘƛƴŀǘƛƻƴ ƻŦ 

any other support services in order to arrange for safe and appropriate care after discharge from one level 

of care to another level of care, including referral to appropriate services. 

 
Treatment Planning ς An administrative treatment planning activity provided under Medicaid 
requirements at 42 C.F.R. §438.208(c) for developing and facilitating implementation of individualized 
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plans of care for enrollees with special health care needs and other enrollees as required under federal 
law. Treatment planning is provided to address the unique needs of clients living in the community and 
does not duplicate any other Medicaid State Plan service or services otherwise available to the beneficiary 
at no cost. 
 
Turnover Phase ς Includes all activities the Contractor is required to perform in conjunction with the end 
of the Contract. 
 
Turnover Plan ς The written plan developed by the Contractor, approved by LDH, to be employed during 
the turnover phase. 
 
Urgent Care*  ς Medical care provided for a condition that without timely treatment, could be expected 
to deteriorate into an emergency, or cause prolonged, temporary impairment in one or more bodily 
functions, or cause the development of a chronic illness or need for a more complex treatment. Examples 
of conditions that require urgent care include abdominal pain of unknown origin, unremitting new 
symptoms of dizziness of unknown cause, and suspected fracture. Urgent care requires timely face-to-
face medical attention within twenty-four (24) hours of enrollee notification of the existence of an urgent 
condition. 
 
Utilization ς The rate patterns of service usage or types of service occurring within a specified time. 
 
Utilization Management (UM) ς Refers to the process to evaluate the medical necessity, appropriateness, 
and efficiency of the use of health care services, procedures, and facilities. Utilization Management is 
inclusive of utilization review and service authorization. 
 
Utilization Review (UR) ς Evaluation of the clinical necessity, appropriateness, efficacy, or efficiency of 
core health care benefits and services, procedures or settings, and ambulatory review, prospective review, 
concurrent review, second opinions, care management, discharge planning, or retrospective review. 
 
Validation ς The review of information, data, and procedures to determine the extent to which data is 
accurate, reliable, free from bias and in accord with standards for data collection and analysis. 
 
Value-Added Benefit ς The additional benefits outside of the MCO covered services that are delivered at 
ǘƘŜ /ƻƴǘǊŀŎǘƻǊΩǎ ŘƛǎŎǊŜǘƛƻƴ ŀƴŘ ŀǊŜ ƴƻǘ ƛƴŎƭǳŘŜŘ ƛƴ a/h ŎŀǇƛǘŀǘƛƻƴ ǊŀǘŜ ŎŀƭŎǳƭŀǘƛƻƴǎΦ Value-added benefits 
do not include in lieu of services. 
 
Value-Based Payment (VBP) ς Broad set of performance-based payment strategies that link financial 
ƛƴŎŜƴǘƛǾŜǎ ǘƻ ǇǊƻǾƛŘŜǊǎΩ ǇŜǊŦƻǊƳŀƴŎŜ ƻƴ ŀ ǎŜǘ ƻŦ ŘŜŦƛƴŜŘ ƳŜŀǎǳǊŜǎ ƻŦ ǉǳŀƭƛǘȅ ŀƴŘκƻǊ Ŏƻǎǘ ƻǊ ǊŜǎƻǳǊŎŜ ǳǎŜΦ 
 
Voluntary Population ς Refers to categories of individuals eligible for, and enrolled in Louisiana Medicaid 
who are not mandated to enroll in an MCO. By default, they will be included in the MCO program if they 
do not opt out during the thirty (30) day choice period. 
 
Waiver ς A binding written agreement between LDH and CMS that describes approved exceptions to the 
State Plan and additional State assurances regarding how the Medicaid program is administered by LDH 
(including LDH-contracted MCOs where applicable). Waivers may include, but are not limited to, Section 
1915(c) Home and Community Based Services Waivers, Section 1915(b) Managed Care Waivers, and 
Section 1115 Demonstration Waivers. 
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WIC (Women, Infants and Children) ς Federal program administered by the Office of Public Health that 
provides nutritional counseling; nutritional education; breast-feeding promotion; and nutritious foods to 
pregnant, postpartum and breast-feeding women and infants and children up to the age of five (5) who 
are determined to be at nutritional risk and who have a low to moderate income. An individual who is 
eligible for Medicaid is automatically income eligible for WIC benefits.  
 
Week ς The entire seven (7) day week, Monday through Sunday. 
 
Will ς A term that denotes a mandatory requirement. 
 
Willful  ς Refers to conscious or intentional but not necessarily malicious act. 
 
Wraparound Agency (WAA) ς WAAs are the locus of accountability for developing a single plan of care 
and providing intensive care coordination for children within the CSoC needing such supports, with the 
Ǝƻŀƭ ƻŦ άƻƴŜ ŦŀƳƛƭȅΣ ƻƴŜ Ǉƭŀƴ ƻŦ ŎŀǊŜΣ ŀƴŘ ƻƴŜ ǿǊŀǇŀǊƻǳƴŘ ŦŀŎƛƭƛǘŀǘƻǊΦέ 
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 Acronyms 
 

ACD ς Automated Call Distribution 
 
ACE ς Adverse Childhood Experience 
 
ACH ς Automated Clearinghouse 
 
ACT ς Assertive Community Treatment 
 
ADA ς Americans with Disabilities Act 
 
ADHC ς Adult Day Health Care 
 
ADTτAdmit Discharge Transfer 
 
AFDC ς Aid to Families with Dependent Children 
 
APM ς Alternative Payment Model 
 
APRN - Advanced Practice Registered Nurse 
 
ARRAτAmerican Recovery and Reinvestment Act 
 
ASAM ς American Society of Addiction Medicine 
 
ASC ς Accredited Standards Committee 
 
ASLτAmerican Sign Language 
 
BCC ς Breast and/or Cervical Cancer 
 
BCP ς Business Continuity Plan 
 
BHSF ς Bureau of Health Services Financing 
 
CAHPS ς The Consumer Assessment of Health Providers and Systems 
 
CANS ς Child and Adolescent Needs and Strengths 
 
CAP ς Corrective Action Plan 
 
CAQH -- Council for Affordable Quality Healthcare 
 
CARF -- Commission on Accreditation of Rehabilitation Facilities 
 
CC ς /ƘƛƭŘǊŜƴΩǎ /ƘƻƛŎŜ 
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CCW ς Community Choices Waiver 
 
CDC ς Centers for Disease Control and Prevention  
 
CEHRTτCertified Electronic Health Record Technology 
 
CEOτChief Executive Officer 
 
C.F.R. ς Code of Federal Regulations 
 
CHAMP ς Child Health and Maternal Program 
 
CHIP ς /ƘƛƭŘǊŜƴΩǎ IŜŀƭǘƘ LƴǎǳǊŀƴŎŜ tǊƻƎǊŀƳ 
 
CHW ς Community Health Worker 
 
CI ς Crisis Intervention 
 
CLAS ς Culturally and Linguistically Appropriate Services  
 
CLIA ς Clinical Laboratory Improvement Amendments 
 
CMO ς Chief Medical Officer 
 
CMS ς Centers for Medicare and Medicaid Services 
 
COA ς Council on Accreditation 
 
COB ς Coordination of Benefits 
 
COLA ς Cost of Living Adjustment 
 
CON ς Certification of Need 
 
COO ς Chief Operating Officer 
 
CPST ς Community Psychiatric Support and Treatment 
 
CPT ς Current Procedural Terminology 
 
CQI ς Continuous Quality Improvement 
 
CSoC ς Coordinated System of Care 
 
CVO ς Credentials Verification Organization 
 
CY ς Calendar Year 
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DCFS ς Department of Children and Family Services 
 
DD ς Developmentally Disabled 
 
DHHS ς Department of Health and Humans Services (also HHS) 
 
DME ς Durable Medical Equipment 
 
DOE ς Department of Education 
 
DOI ς Louisiana Department of Insurance 
 
DOS ς Date(s) of Service 
 
DRA ς Deficit Reduction Act 
 
DRP ς Disaster Recovery Plan 
 
DSA ς Data Sharing Agreement 
 
DSH ς Disproportionate Share Hospital 
 
DUR ς Drug Utilization Review 
 
EB ς Enrollment Broker 
 
EBP ς Evidenced Based Practices 
 
ED ς Emergency Department 
 
EDI ς Electronic Data Interchange 
 
EFT ς Electronic Funds Transfer 
 
EHR ς Electronic Health Records 
 
EOB ς Explanation of Benefits 
 
EPO ς Exclusive Provider Organizations 
 
EPSDT ς Early and Periodic Screening, Diagnosis and Treatment 
 
EQR ς External Quality Review 
 
EQRO ς External Quality Review Organization 
 
ER ς Emergency Room 
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FDA ς Food and Drug Administration 
 
FFP ς Federal Financial Participation 
 
FFS ς Fee-for-Service 
 
FFT ς Functional Family Therapy 
 
FI ς Fiscal Intermediary 
 
FITAP ς Family Independence Temporary Assistance Program 
 
FMP ς Full Medicaid Pricing 
 
FNS ς Facility Notification System 
 
FOC ς Freedom of Choice 
 
FQHC ς Federally Qualified Health Center 
 
FSO ς Family Support Organization 
 
FTE ς Full-Time Equivalent 
 
FTP ς File Transfer Protocol 
 
GAO ς Government Accountability Office 
 
GME ς Graduate Medical Education 
 
GPRA ς Government Performance Reporting and Results Act 
 
HACTA ς Homebuilders Assertive Community Treatment Act 
 
HCBS ς Home and Community Based Services Waiver 
 
HCFA ς Health Care Financing Administration 
 
HCP-LAN ς Health Care Payment Learning and Action Network 
 
HEDIS ς Healthcare Effectiveness Data and Information Set 
 
HHS ς United States Department of Health and Human Services 
 
HIE ς Health Information Exchange 
 
HIPAA ς Health Insurance Portability and Accountability Act 
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HIPDB ς Health Integrity Protection Data Bank 
 
HIPF ς Health Insurance Provider Fee 
 
HITECH ς Health Information Technology for Economic and Clinical Health Act 
 
HNA ς Health Needs Assessment 
 
HPE ς Hospital Presumptive Eligibility 
 
HPSA ς Health Professional Shortage Area 
 
HRSA ς Health Resources and Services Administration 
 
HSIC ς Human Services Interagency Council 
 
HSS ς Health Standards Section  
 
IB ς Incentive-based 
 
ICF/DD ς Intermediate Care Facility for the Developmentally Disabled 
 
ICN ς Internal Control Number 
 
I/DD ς Intellectual/Developmental Disability 
 
ID ς Identification  
 
IDEA ς Individuals with Disabilities Education Act 
 
IEP ς Individualized Education Plan 
 
IHCP ς Indian Health Care Provider 
 
IHS ς Indian Health Service  
 
IMD ς Institution for Mental Diseases 
 
IRS ς Internal Revenue Service 
 
IS ς Information Systems 
 
ISA ς Interoperability Standards Advisory 
 
ISCA ς Information Systems Capabilities Assessment 
 
IVR ς Interactive Voice Response 
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IV&V ς Independent Verification and Validation 
 
JLCB ς Joint Legislative Committee on the Budget 
 
LAALS ς Louisiana Adverse Actions List Search 
 
LAC ς Licensed Addiction Counselor 
 
LaCHIP ς [ƻǳƛǎƛŀƴŀ /ƘƛƭŘǊŜƴΩǎ IŜŀƭǘƘ LƴǎǳǊŀƴŎŜ tǊƻƎǊŀƳ 
 
LaHIPP ς Louisiana Health Insurance Premium Payment Program 
 
LCSW ς Licensed Clinical Social Worker 
 
LDH ς Louisiana Department of Health  
 
LDOE ς Louisiana Department of Education 
 
LEERS ς Louisiana Electronic Event Registration System 
 
LEIE ς List of Excluded Individuals/Entities 
 
LGE ς Local Governing Entity 
 
LHA ς Louisiana Housing Authority 
 
LIFC ς Low Income Families and Children 
 
LLA ς Louisiana Legislative Auditor 
 
LMFT ς Licensed Marriage and Family Therapists 
 
LMHP ς Licensed Mental Health Professional  
 
LPC ς Licensed Professional Counselors 
 
LOCUS ς Level of Care Utilization System 
 
LTC ς Long Term Care 
 
LTSS ς Long-Term Supports and Services 
 
MAC ς Maximum Allowable Cost 
 
MAT ς Medication Assisted Treatment 
 
MCIP ς Managed Care Incentive Program 
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MCO ς Managed Care Organization 
 
MEF ς Medicaid Exclusion File 
 
MFCU ς Medicaid Fraud Control Unit 
 
MH/SU ς Mental Health/Substance Use 
 
MHR ς Mental Health Rehabilitation 
 
MIS ς Management Information System 
 
MLR ς Medical Loss Ratio 
 
MMIS ς Medicaid Management Information System 
 
MOU ς Memorandum of Understanding 
 
MST ς Multi-Systemic Therapy 
 
MVA ς Medical Vendor Administration 
 
NCCI ς National Correct Coding Initiative 
 
NCQA ς National Committee for Quality Assurance 
 
NDC ς National Drug Code 
 
NEAT ς Non-Emergency Ambulance Transportation 
 
NEMT ς Non-Emergency Medical Transportation 
 
NF ς Nursing Facility 
 
NICU ς Neonatal Intensive Care Unit 
 
NIST ς National Institute of Standards and Technology 
 
NMP ς Notice of Monetary Penalty 
 
NOA ς Notice of Action 
 
NOMS ς National Outcome Measures 
 
NOW ς New Opportunities Waiver 
 
NP ς Nurse Practitioner 
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NPI ς National Provider Identifier 
 
NQTL ς Nonquantitative Treatment Limitations 
 
OCDD ς Office for Citizens with Developmental Disabilities 
 
OCR ς Optical Character Recognition 
 
ODBC ς Open Database Connectivity 
 
OEM ς Original Equipment Manufacturer 
 
OIG ς Office of Inspector General 
 
OJJ ς Office of Juvenile Justice 
 
OLE ς Object Linking and Embedding 
 
OMH ς Office of Minority Health  
 
ONC ς Office of the National Coordinator 
 
OON ς Out-of-Network  
 
OPH ς Office of Public Health 
 
PA ς Prior Authorization 
 
PACE ς Program of All-Inclusive Care for the Elderly 
 
PASRR ς Pre-Admission Screening and Resident Review 
 
PBM ς Pharmacy Benefits Manager 
 
PCMH ς Patient-Centered Medical Home 
 
PCN ς Processor Control Number 
 
PCP ς Primary Care Provider 
 
PCS ς Personal Care Services 
 
PDL ς Preferred Drug List 
 
PHI ς Protected Health Information 
 
PIP ς Performance Improvement Projects 
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PMPM ς Per Member, Per Month 
 
POC ς Plan of Care 
 
POS ς Point of Sale 
 
PPACA ς Patient Protection and Affordable Care Act 
 
PPS ς Prospective Payment System 
 
PRTF ς Psychiatric Residential Treatment Facilities 
 
PSH ς Permanent Supportive Housing 
 
PSR ς Psychosocial Rehabilitation 
 
PT ς Physical Therapy 
 
QA ς Quality Assurance 
 
QAPI ς Quality Assessment and Performance Improvement Plan 
 
QDWI ς Qualified Disabled Working Individual 
 
QI ς Quality Improvement 
 
QI-1 ς Qualifying Individual 
 
QM ς Quality Management 
 
QMB ς Qualified Medicare Beneficiary 
 
QM/QI ς Quality Management/Quality Improvement 
 
RA ς Remittance Advice 
 
RAC ς Recovery Audit Coordinator 
 
RDBMS ς Relational Database Management System 
 
RFP ς Request for Proposals 
 
RHC ς Rural Health Clinic 
 
RN ς Registered Nurse 
 
ROW ς Residential Options Waiver 
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RSDI ς Retirement, Survivors, and Disability Insurance 
 
SAM ς System of Award Management 
 
SBHC ς School Based Health Center 
 
SBHS ς Specialized Behavioral Health Services 
 
SDF ς Software Development Firm 
 
SDOH ς Social Determinants of Health 
 
SFTP ς Secure File Transfer Protocol 
 
SFY ς State Fiscal Year 
 
SHCN ς Special Health Care Needs 
 
SHP ς STD /HIV Program 
 
SIU ς Special Investigation Unit 
 
SLMB ς Specified Low-Income Medicare Beneficiary 
 
SMART-- Specific, Measurable, Action-Oriented, Realistic, and Time-Limited 
 
SMI ς Serious Mental Illness 
 
SNAP ς Supplemental Nutrition Assistance Program 
 
SPA ς State Plan Amendment 
 
SSA ς Social Security Act  
 
SSI ς Supplemental Security Income 
 
SUD ς Substance Use Disorder 
 
SURS ς Surveillance and Utilization Review Subsystems 
 
TANF ς Temporary Assistance for Needy Families 
 
TCOC ς Total Cost of Care 
 
TDD ς Telecommunications Device for the Deaf 
 
TEDS ς Treatment Episode Data Sets 
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TGH ς Therapeutic Group Home 
 
TJC ς The Joint Commission 
 
TPL ς Third Party Liability 

 
TTY/TDD ς Telephone Typewrite and Telecommunications Device for the Deaf 
 
UM ς Utilization Management  
 
UPS ς Uninterruptible Power System 
 
UR ς Utilization Review 
 
U.S.C. ς United States Code 
 
VAB ς Value Added Benefit 
 
VBP ς Value-Based Payment  
 
VPN ς Virtual Private Network 
 
WAA ς Wraparound Agency 
 
WIC ς Women, Infants and Children Program 
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PART 2: CONTRACTOR RESPONSIBILITIES 

 Compliance 

2.1.1 The Contractor shall comply, to the satisfaction of LDH, with: (1) all requirements set forth 
in this Contract; (2) all provisions of state and federal laws, regulations, rules, the State Plan, 
and waivers applicable to managed care; and (3) the MCO Manual. 

2.1.2 The Contractor shall comply with federal statutes and regulations governing managed care, 
including, but not limited to, all applicable provisions of 42 U.S.C. § 1396u-2 and 42 C.F.R. 
Part 438 during the term of this Contract. 

2.1.3 The Contractor shall cooperate with LDH, CMS, the External Quality Review Organization, 
ǘƘŜ ¦ƴƛǾŜǊǎƛǘȅ ƻŦ [ƻǳƛǎƛŀƴŀ ŀǘ aƻƴǊƻŜΩǎ hŦŦƛŎŜ ƻŦ hǳǘŎƻƳŜǎ wŜǎŜŀǊŎƘ ŀƴŘ 9Ǿŀƭǳŀǘƛon, and 
any other LDH contractors related to the evaluation and monitoring of this Contract, the 
Contractor, or the Louisiana Medicaid managed care program. 

2.1.4 Neither the Contractor nor any material subcontractor shall, for the duration of the 
Contract, have any interest that will conflict, as determined by LDH, with the performance 
of services under the Contract, or that may be otherwise anticompetitive. Without limiting 
the generality of the foregoing, LDH requires that neither the Contractor nor any material 
subcontractor have any financial, legal, contractual or other business interest in any entity 
performing MCO enrollment functions for LDH, the enrollment broker and subcontractor(s), 
if any. 

2.1.5 The Contractor shall comply with all court-ordered requirements, including but not limited 
to, United States v. State of Louisiana (DOJ Agreement- Case-3:18-cv-00608) and Chisholm 
v. Gee (Case 2:97-cv-03274) in the manner determined by LDH. 

2.1.6 The Contractor shall establish and maintain interdepartmental structures and processes to 
support the operation and management of this Contract in a manner that fosters 
integration of physical and behavioral health service provision. The provision of all services 
shall be based on prevailing clinical knowledge and the study of data on the efficacy of 
treatment, when such data is available.  

2.1.7 The Contractor shall notify LDH in writing when there has been a significant change in its 
operations. The written notification shall include the details of the change and an assurance 
that it will not impact the ability of the Contractor to comply with the requirements of this 
Contract.  

2.1.8 The Contractor shall comply with all of the reporting requirements established by this 
Contract and in accordance with the MCO Manual. 

 Contract Transition & Readiness 

2.2.1 Transition Phase 






























































































































































































































































































































































































































































































































































































































